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THE NECK, SHOULDER, AND ARM 
SYNDROME* 
EDWARD L. COMPERE, M. D.+ 


CHICAGO, ILLINOIS 


The phrase maker who first described an 
exceptionally unpleasant and disagreeable 
experience as “a pain in the neck” may 
have suffered at one time from the neck, 
shoulder, and arm syndrome. If so, he knew 
what he was talking about. Few conditions 
which may afflict the human race can cause 
more severe and torturing pain than the 
complete syndrome of brachialgia, arterial 
spasm, muscle spasm of neck and shoulder, 
and marked paresthesia of the shoulder and 
arm. 

Although the scalenus anticus muscle 
may respond to any injury, inflammation, 
or mechanical irritation within the neck by 
contracting in marked muscle spasm, the 
scalenus anticus syndrome is not a true or 
distinct entity. Scalenus muscle spasm and 
reflex sympathetic dystrophy of the upper 
extremity with constant burning 
pain, diffuse swelling, cyanosis, thin shiny 
skin and hyperesthesia of the arm and hand 
constitute the complete neck, shoulder and 
arm syndrome. The symptoms vary from 
mild tingling numbness of the fingers to 
constant, excruciating, totally 
pain. 


severe 


disabling 


Pain in the neck, shoulder, and arm, with 
Weakness or numbness and other variations 
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of the neck, shoulder, and arm syndrome is 
usually produced by a primary injury or ir- 
ritation of the ligaments, muscles, nerves, 
blood vessels, bones, or joints of the neck. 
Rarely, the entire syndrome may be pro- 
duced reflexly as a result of a painful lesion 
of the shoulder, such as acute bursitis, in- 
jury to the supraspinatus tendon, tear of 
the musculotendinous cuff, or arthritis of 
the shoulder joint or of the acromioclavicu- 
lar joint. The spasm of the scalenus muscle, 
when present, is secondary to lesions such 
as those listed above. Much of the shoulder 
and arm pain, swelling, cyanosis, and hy- 
peresthesia, can be explained by pressure 
of the tight scalene muscles which compress 
the subclavian artery and trunks of the 
brachial plexus against the first rib, or ac- 
cessory cervical ribs. 


A 


Fig. 1—(A) Compression of the subclavian 
artery and trunks of the brachial plexus between 
the scalenus anticus muscle and a cervical rib. 
(B) After resection of the tendinous portion of 
the anterior 


Adson) 


scalene muscle. (Re-drawn from 


The roots forming the brachial plexus 
run with the subclavian artery through a 
triangle formed by the 


secalenus anticus 
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muscle in the front, the scalenus medius 
muscle behind, and the first rib below. Reed 
and Weed dissected 100 cadavers and 
found: 
1. A direct relation between the tendons 
of origin of the scalenus anticus and 
the cervical nerve roots 5, 6, and 7. 


2. The upper roots of cervical 5, 6, and 
7 pass through the scalenus anterior 
muscle in more than 30 per cent of 
the cases. 

3. A scalenus anticus minimus muscle 


was present in more than 60 per cent 
of the cadavers and fre- 
quently caused decrease in size of the 
triangle through which 
arteries must pass in order to reach 
the arm. 


dissected 


nerves and 


1. The distance between the scalenus an- 
ticus and scalenus minimus 
from 0.3 to 2.3 centimeters. 

The etiology of a scalenus anticus syn- 
drome which produces neck, shoulder, and 
arm pain may be any one of the following 
conditions : 

1. Cervical rib. 

2. Ruptured intervertebral disk of cervi- 

cal spine. 

3. Arthritis of the cervical spine. 

4. Neoplasm of the cervical spine or the 
shoulder. 


varies 


5. Myofibrositis, secondary to nervous 
tension. 

6. Aneurysm of the subclavian artery. 

Thrombosis of the subclavian artery, 

secondary to a cervical rib or 

longed muscle spasm. 

8. Cardiac or anginal pain. 

9. Reflex spasm as a result of shoulder 

joint irritation, such as bursitis. 

10. Inflammation, such as sinusitis or 
tonsillitis with edema and congestion 
of muscles of the neck. 

Telford and Mottershead of the Univer- 
sity of Manchester, in 1948, reported the 
findings in 122 patients operated upon for 
neck, shoulder, and arm pain, with or with- 
out swelling, numbness or weakness in the 
arm or hand. These investigators found: 

1. Eighty-five cervical ribs in their se- 
ries of 122 cases. 


pro- 


Neck, Shoulder, and Arm Syndrome 


A. Fifteen of these had extensive « r- 
terial thrombosis. 
2. Twelve showed fibrous bands. 
3. Eight had abnormal scaleni. 
1. There were 2 osteomas. 
5. Eight showed deformed thorax wiih 


pressure from the clavicle on the fi: 
rib. 


co 


6. There were 2 
the hand. 
In five of the patients these autho 
were unable to demonstrate any cause, 
and they thought it was probably due 
to referred pain from some lesio: 
elsewhere. 

8. Three of the cervical rib cases ha 

aneurysms of the subclavian artery 

The sympathetic nerve supply to the up- 
per limb comes from thoracic segments | 
to 4 through white rami communicantes. 
These preganglionic fibers synapse with th 
nerve cells of the middle and inferior cer- 
vical (stellate) ganglia. The preganglionic: 
fibers join the roots of the brachial plexus 
close to their point of exit from the inter- 
vertebral foramena, to be distributed along 
with other nerve fibers to the limb. Few 
are distributed to the periarticular plexuses 
of the subclavian and brachial arteries and 
their branches. Injury of the periosteum 
of the humerus near the capsule of the 
shoulder may cause diffuse pain over the 
shoulder, front and back. This may ex- 
plain the relief which is obtained over wide 
areas from cocaine injection of a single 
trigger point sensitivity. The diagnosis 
would require a very careful history. The 
history of pain, dull and aching in character 
which extends down the arm, often to the 
insertion of the deltoid muscle and occasion- 
ally to and including one or more fingers, 
with numbness in the arm or tingling and 
occasionally swelling of the hand, with or 
without weakness in grasping, should cause 
the examining physician to consider a lesion 
either in the cervical spine or a lesion in 
the region of the shoulder joint producing 
scalenus muscle spasm. The patient may 
complain of stiffness of the neck, sometimes 
with headache, and not uncommonly of pain 
in the precardial area. Some of these pa- 


with hyperhydrosis 
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ts will have already seen a physician 
, has made a diagnosis of angina because 
the distribution of pain from the chest 


itward into the arm. It is important that 


remember that the fourth cervical seg- 
nt supplies the dome of the diaphragm 
| the pericardium. 

\n examination of the patient will re- 


he 


_Ant. scalenus 
muscle 





» 


e, 2. Downward traction on the arm may con- 


ct the subclavian artery between a tight scale- 
anticus muscle and the first rib. The pulse 
ime will be decreased or no longer palpable. 

1. Spasm and induration of some of the 
muscles of the neck, particularly the 
anterior scalene muscle. 

2. Pain upon pressure over the anterior 
scalenus itself, especially of its lower 
portion, against the first rib. 

; Limitation of motion in the humero- 
scapular joint. 

|. Tenderness to palpation about the 
borders of the scapula. 

5. Sensory changes in the forearm or 
hand. 

6. Swelling or discoloration of the arm, 
forearm, and hand. 


7. Atrophy of the muscles of the hand. 

8. Adson’s test (which is carried out 
with the patient seated with the arms 
resting on the knees, the chin elevated 
and turned to the affected side) may 
increase the pain, may cause a slow- 
ing or weakening of the radial pulse 
and a change in blood pressure of the 
arm on the side of the lesion. This 
would indicate marked reaction or 
spasm of the scalenus muscle, prob- 
ably secondary to a specific cervical 
lesion such as a slipped disk, a cervi- 
cal rib, or arthritis. 


). Roentgenograms may reveal narrow- 
ing of intervertebral disk spaces, most 
often between 5 and 6; a cervical rib 
or an elongation of the transverse 
process of cervical 7; calcification 
within a shoulder joint bursa or the 
supraspinatus tendon; arthritis of the 
cervical spine, including the articular 
facets; arthritis of the acromiocla- 
vicular joint; or roughening of the 
bicipital groove. 

10. A myelogram may reveal a filling de- 
fect in the cervical canal. A myelo- 
gram should be made only if there is 
reason to suspect a displaced disk 
which is causing pressure upon the 
spinal cord. 

Treatment of the neck, shoulder, and arm 
syndrome should be conservative until all 
conservative procedures have been tried, 
unless there is a centrally displaced cervical 
disk. This treatment should consist of : 





Fig. 3. Cervical traction with the neck flexed to 
relieve neck, shoulder and arm pain. 

1. Cervical traction. If the condition is 

severe and the pain is marked, or if 
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there are changes of circulation or of 
sensation in the hand, traction should 
be planned for a period of not less 
than two weeks with the patient hos- 
pitalized. This traction must be in a 
forward position—that is, with the 
head and neck flexed. Axial or exten- 
sion traction makes the pain more se- 
vere by increasing the tightness of 
the scalenus anticus muscle and im- 
pingement of and 
may result in thrombosis of the sub- 
clavian artery. (Fig. 3) 


articular facets, 


Daily heat and massage to the cervical 
spine, the neck, shoulder and scapular 
region. 

Injection of 1 or 2 per cent novocaine 
into the scalenus anticus muscle and 
the region of the stellate ganglion. 
This should also be injected into any 
sharply localized trigger areas about 
the shoulder. 

The use of intravenous novocaine is 
of considerable value, particular!y for 
those patients who do not have sharp- 
lv localized trigger areas which when 
injected result in marked relief. 
X-ray therapy to the cervical spine. 
Patient should be instructed to sleep 
with the arms above the head. 

(a smal] 
firm) 
placed at the back of the neck so that 


The use of a contour pillow 
bolster, round, smooth and 
the head drops backward over it when 
the patient is resting. 

Traction should be continued for two 
to three hours each day for seveyrai 
weeks after the patient is discharged 
from the hospital. 

A cervical collar should be worn by 
the patient for three to five months 
if there definite pathological 
changes shown in the x-rays, such as 
a narrowed disk space or arthritis of 
the articular facets. 

An abduction splint should be worn 
by those patients in whom the local- 
ized lesion is found to be in the mus- 
culotendinous cuff, the supraspinatus 
tendon, or bursae of the shoulder. 
Cortone and ACTH have 


are 


been used 


with benefit in all of the patie ts 
where there is any evidence of art}. ri- 
tis or bursitis, with or without yx vi- 
capsular adhesions. 


Operations which have been found heip- 
ful, but should be recommended only atier 
conservative treatment has proved to be in- 
adequate or unsuccessful, may be listed as 
follows: 


A. 


Scalenotomy will give temporary re- 
lief, but 
been used relief has been temporary 


in most cases where it is 


only. Recurrences have been frequent 
and more difficult to relieve by a sec- 
ond operation. 

If there is a cervical rib, it should be 
resected in preference to scalenus an- 
At the time of 
removing the rib the scalene muscle 
should also be divided and a section 
of it removed. 


If there is no cervical rib and an op- 


ticus muscle resection. 


eration is carried out to divide a v 
tight or fibrotic scalenus anticus mus- 
cle, the region between the tip of th 
transverse process of the seventh cer- 
vical vertebra and the first rib should 
be explored. Not infrequently a firm, 
fibrous band which has the consist- 
ency of a tough kangaroo tendon wil 
be encountered. This band should be 
divided or removed. 
Any accessory scalenus muscle should 
be excised. 

An elongated transverse process of 
cervical 7 should be excised. 

if there is evidence of a central inter- 
vertebral disk in the cervical region 
producing paralysis or — sensor 
changes in the arms and legs, opera- 
tion is an emergency and should be 
carried out promptly. Central disks 
are the only cervical disks which in 
my justify this 
procedure, and they are rare. 
In the presence of marked osteoarth- 
ritis of the cervical spine, with or 
without loss of disk space, fusion of 
the cervical spine should be consid- 
ered. 


experience radical 


Laminectomy alone may give 
temporary relief, but permanent cure 
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nade to present a detailed analysis 
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can only be anticipated as a result of 
arthrodesis of two or more segments 
in the area from which the symptoms 
are proceeding. 
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PRIMARY THROMBOCYTOPENIC 
PURPURA* 
JOHN R. SCHENKEN, M. D.7 
OMAHA, NEBRASKA 
Primary thrombocytopenic purpura is a 
ease characterized bv bleeding in which 
due 
rauma, presumably due to a decrease in 


hemorrhage is spontaneous and or 


number of blood platelets. The cause is 
known. Other names which are com- 
ily applied to the disease are idiopathic 
Werlhot’s dis- 
and thrombocytopenic purpura. The 


mere! 


n “thrombocytopenic purpura” 
cribes the cause of the purpura and 


1 


suuld not be used to designate a primar: 


secondary types are eight 
‘sas common as the primary type. 

lhe disease is probably best thought of as 
elective type of hypersplenism in which 
lls and white cel: 


formation of red ce 


the bone marrow is not suppressed, the 
effect being a reduction of platelet for- 


on by the bone marrow. 


tio 
This paper is in the nature of a genera! 
iew in which are incorporated some of 
‘own observations based on the study of 
roximately 60 cases. No attempt will be 
of these 

HISTORY OF CPHE 
The disease was first 
ttlieb Werlhof, in 177 


DISEASI 
) an 
Pa 


5, in a chapter en- 


described by 
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Annual Meeting of 


Graduate Medical Assembly, 
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titled ‘“‘“Morbus Maculosus Hemorrhagica”’. 
He wrote as follows: 

“An adult girl, robust, without manifest cause, 
was attacked recently, toward the period of her 
menses, with a sudden severe hemorrhage from the 
nose, with bright but foul blood escaping togethe 
with a bloody vomiting of a very thick extremely 
blood. 
the neck and on the arms, spots partly black, partly 


black Immediately there appeared about 
violaceous or purple, such as are often seen in ma- 
lignant smallpox ...; moreover the number of the 
spots increasing and surrounding completely both 
of the and the 


around the mouth and chin, with a livid black color 


eyes, the back of the nose skin 


like marked from bruises.” 

The patient recovered spontaneously. On 
the basis of this description, most authors 
have credited Werlhof with being the first 
to describe a clinical case of thrombocyto- 
penic purpura. 

Krauss, in 1883, and Denys, in 1887, first 
noticed a reduction in platelets in cases of 
purpura. Wright, in 1906 and in 1910, ob- 
served that platelets originated from mega- 
Krank, in 
sound grounds that 
the platelets were reduced in thrombocyto- 


karvocytes in the bone marrow. 
1915, postulated on very 


penic purpura because the megakaryocytes 
sufficient number of 
platelets. In 1916, Kaznelson advised splen- 


were not making a 
ectomy as a form of therapy on the grounds 
that the spleen may have a thrombocytolytic 
activity and, therefore, a good result might 
be obtained as had already been demon- 
:trated in congenital hemolytic icterus. 
HRRE DUES 
The congenital 


have some familial characteristics. 


disease is not but may 

A his- 
epistaxis is occa 
relatives 
The 
strong, however, as 


tory of bruising easily or 
sionally obtained and sometimes 
may have outright purpura. heredi- 
tary tendency is not as 
it is in some of the other blood dyscrasias, 

ich as congenital hemolytic icterus or 
hemophilia. 

AG 

Primary thrombocytopenic purpura has 
been noted from prematurity to old age, but 
it is predominantly a disease of the young. 
Elliott found that 55 per cent had symptoms 
before the age of 20. Wintrobe stated that 
62.8 per cent had symptoms before the age 
of 21. Wiseman, Doane, and Wilson stated 


that 3 out of 5 patients of any age and of 
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any race have symptoms before the age of 
21. Our own experience is in agreement 
with these views. 

SEX 

The female seems to be more susceptible 
than the male and in the literature figures 
such as 2:1, 3:1, and 4:3 favoring the fe- 
male are found. 

PATHIIOLOGY 

Except for changes in the morphology of 
megakaryocytes, which will be discussed 
elsewhere, the pathology is largely that of 
hemorrhage. The spleen is either normal 
in size or only slightly enlarged. 

Herzog’s analysis of 24 autopsies on pa- 
tients with idiopathic thrombocytopenic 
purpura revealed that 12 died of intracra- 
nial hemorrhage; 9 died postoperatively 
following splenectomy; 2 died of gastroin- 
testinal bleeding; and 1 died of genito-uri- 
nary bleeding. This data was obtained 
from a review of 40,000 autopsies in which 
36 instances of idiopathic thrombocytopenic 
purpura were found. The large number of 
patients dying following splenectomy does 
not warrant the conclusion that this is a 
common complication following splenec- 
tomy. Many of these deaths no doubt oc- 
curred before the surgical techniques were 
as good as they are now, and before the use 
of plasma, blood, and fluid was well appre- 
ciated. In Elliott’s series, 7 of 11 deaths 
were accounted for on the basis of cerebral 
hemorrhage. 

SYMPTOMATOLOGY 

Although the onset may be sudden with 
massive hemorrhage, as a rule there is a 
history of bruising readily or repeated 
epistaxes which were of insufficient quan- 
tity to cause alarm. These symptoms may 
have been present for a few weeks to one 
or two years before a severe bleeding epi- 
sode brought the patient to the physician. 
In children, the disease is not uncommonly 
ushered in with a coryza. Under those cir- 
cumstances it presents a difficult problem 
in determining whether or not the throm- 
bocytopenia is primary or of a secondary 
nature. The most common manifestations 
of the disease are hemorrhages of the skin 
and epistaxis. The skin hemorrhages vary 
from petechiae to ecchymoses to massive 
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hematomata, the first two being by far the 
most frequent. Petechiae and ecchymoses 
are also commonly found in the mucous 
membranes. In the genito-urinary tract 
bleeding is also common, more often in fe- 
males than in males. Profuse menstrual 
periods and, less commonly, intermenstrual 
hemorrhages may occur. Hematuria as a 
result of bleeding from the renal pelvis or 
bladder has been reported. We have ob- 
served 2 such cases, in 1 of which the hema- 
turia was the only evidence of his purpura. 
Gastrointestinal bleeding is uncommon, but 
tarry stools due to swallowed blood from 
epistaxis may occur. Postoperative bleed- 
ing following tooth extraction or tonsillec- 
tomy is not uncommon and may be the first 
clue to the existence of the disease. Head- 
ache, as the result of small hemorrhages 
in the brain, is probably much more com- 
mon than we now appreciate. About 10 
per cent of our patients complained of se- 
vere attacks of headache associated with 
their purpura into the skin. In only 1 of 
our cases did we have an opportunity to 
prove that a bloody spinal fluid existed. 
This seems to be the experience of others 
because lumbar punctures are not often per- 
formed in this disease process. 
PILYSICAL FINDINGS 
The physical findings are dependent upon 
the site and extensiveness of the hemor- 
rhage. No other diagnostic findings are 
present. It should be emphasized that in 
contrast to many diseases classified as blood 
dyscrasias, the spleen, liver, and lymph 
nodes are not enlarged. 
LABORATORY FINDINGS 
1. Thrombocytes. The one single labora- 
tory finding which must be present in or- 
der to make the diagnosis is thrombocyto- 
penia. There is no true “critical level” at 
which a patient will bleed or cease bleeding 
as the case may be, but in general the plate- 
lets in this disease are below 100,000 per 
cubic millimeter. In acute cases the levels 
are usually well below this count, often 
ranging from 20,000 to 50,000. In less acute, 
or chronic cases, it may be necessary to do 
repeated platelet counts because rather 
marked fluctuations in a platelet level not 


uncommonly occur in this disease. Very 
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often a sharp rise occurs immediately after 
a hemorrhage. Naturally, platelet counts 
are commonly made at this time and low 
normal values rather than abnormally low 
counts are often obtained. One patient, a 
24 year old female in whom the disease was 
suspected, rarely had platelet counts below 
100,000 per cubic millimeter, and often 
were within normal limits. These counts 
were made after her episodes of hemor- 
rhage, and as soon as routine periodic 
counts were done, regardless of their re- 
lationship to hemorrhage, abnormally low 
counts were obtained and a diagnosis was 
established. When the facilities for per- 
forming a platelet count are not immediate- 
ly available, a gross estimate sufficiently 
accurate for the immediate clinical needs 
can often be made from the stained film 
of the peripheral blood. 

2. Bleeding time. The bleeding time is 
usually prolonged. Prolongation may be a 
matter of a few minutes to many hours 
and is a particularly prominent feature in 
acute cases where the counts are very low. 
In some chronic cases where there is a 
low platelet count. the bleeding time may 
not be prolonged. 


) 


3. Coagulation time. This is normal. 

1. Clot retraction. Clot retraction may 
be delayed as much as twenty-four hours 
or more. This test is easily performed and 
since it closely parallels the platelet count, 
it has an added advantage of serving as a 
check upon the accuracy of the platelet 
count. Whole blood is placed in a chemical- 
ly clean ordinary Wasserman tube and in- 
cubated at 37° Centigrade. A clot should 
form which shows definite evidence of re- 
traction at the end of thirty to sixty 
minutes. 

5. Tourniquet Test. This is not a specific 
test by which a diagnosis can be established 
since any disease which may cause in- 
creased capillary permeability yields a posi- 
tive result. It, therefore, furnishes collateral 
information by which a more accurate gen- 
eral clinical estimate of the patient’s bleed- 
ing tendency can be estimated. It should 
be performed by following some consistent 
standard procedure, otherwise the test has 


_ 


little value. We follow the method out- 
lined by Dameshek some years ago. A blood 
pressure cuff is placed on the arm above 
the elbow, and inflated to a point midway 
between the systolic and diastolic readings. 
It is maintained at this level for ten min- 
utes. The number of petechiae are counted 
in a circle the size of a silver dollar at a 
point directly below the antecubital fossa. 
A hand lens is often helpful in making the 
count. Normally, as many as ten petechiae 
are present. Counts of 30 to 100 or more 
are not uncommon in primary thrombocyto- 
penic purpura. 

6. Red blood cells. The red count is nor- 
mal unless reduced as a result of blood loss. 

7. White blood cells. The leukocyte count 
is also normal but may be elevated in re- 
sponse to hemorrhage into tissues. Counts 
up to 15,000 per cubic millimeter are not 
uncommon, particularly where hemorrhages 
into the gastrointestinal tract and into the 
pulmonary tissues have occurred. 

8. Prothrombin time. The prothrombin 
time is normal. The test should be done 
primarily as an exclusion test. 

9. Vitamin C level of the blood. This is 
normal. The vitamin C level should be done 
in infants when bleeding from the gums 
suggests scurvy. Usually a carefully ob- 
tained dietary history precludes the need 
for this test. 

10. Marrow Examination. Examination 
of the bone marrow is an absolute must 
in arriving at the diagnosis of primary 
thrombocytopenic purpura. Its importance 
lies largely in excluding other blood dyscra- 
sias which may be responsible for the 
thrombocytopenia. Diseases such as aplastic 
anemia, pernicious anemia, multiple mye- 
loma, leukemia, and Gaucher’s disease, all 
of which may primarily manifest them- 
selves by thrombocytopenic purpura, prac- 
tically always can be detected by examina- 
tion of the bone marrow. The first of these 
is the study of the morphologic alterations 
of the megakaryocytes. Several observers, 
particularly Dameshek, believe that there is 
a shift to the left in the maturity of the 
megakaryocytes; that is, there is an in- 
crease in the number of promegakaryocytes 
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and intermediate forms. These forms pro- 
duce very few platelets and are readily iden- 
tified by their lack of cytoplasmic pseudo- 
pods filled with platelets and a decrease in 
the granularity of the cytoplasm. Although 
we routinely attempt to evaluate the ma- 
turity of the megakarycocytes in the bone 
marrow, we do not permit this finding to 
be a positive deciding factor in making a 
diagnosis of primary thrombocytopenic pur- 
pura. In our experience this has been too 
variable among purpura cases and “shiits 
to the left’’ are occasionally encountered in 
nonthrombocytopenic The second 
additional reason for doing a marrow study 
is the number of megakaryocytes. Many 
observers state that this disease is consis- 
tently associated with an increase in the 
number of megakaryocytes. Whether or not 
this is true, we are not prepared to state, 
because from a practical laboratory stand- 
point, the number of megakaryocytes in the 
bone marrow is difficult to determine. If 
a good marrow specimen is obtained, how- 
ever, a survey of the slide under low power 
usually shows that the megakaryocytes are 
present in normal or increased numbers. 
We are agreed with the general principle 
that when an adequate number of mega- 
karyocytes are present, the post-splenecto- 
my platelet response will be good, and when 
megakaryocytes are decreased the response 
may not be adequate. 


cases. 


DIFFERENTIAL DIAGNOSIS 
The differential diagnosis of primary 
thrombocytopenic purpura includes all the 
diseases in the general category of the hem- 
orrhagic diatheses. Many of these diseases, 
however, are readily excluded as soon as 
it is established that a thrombocytopenia 
is present. The task then is to determine 
whether it is one of the secondary types 
which outnumber the primary types by 
about 8 to 1. We have found that the fol- 
lowing classification is useful as a guide 
in the differential diagnosis of thrombo- 
cytopenic purpura. 
I. Idiopathic thrombocytopenic purpura 
II. Secondary thrombocytopenic purpura 
A. Diseases of the blood and marrow 
1. Aplastic anemia—acute 


2. Aplastic anemia—chronic 
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3. Leukemia 
4. Pernicious anemia 
B. Disease of marrow per se 
1. Myelofibrosis 
2. Gaucher’s disease 
3. Neoplastic replacement 
C. Infectious diseases 


1. Typhoid fever 

2. Subacute bacterial endocarditis 
3. Meningococcal infections 

4. Small pox 

5. Tuberculosis (rare) 

6. Syphilis (rare) 


D. Intoxications— (drugs) 
1. Quinine 

2. Arsenobenzol 
3. Benzol 
4. Sedormid (barbital) 

5. Sulfa drugs 

Splenomegaly with hypersplenism 

1. Splenomegaly of unknown eti- 
ology (Banti’s disease) 

2. Gaucher’s disease 

3. Hemolytic icterus 

4. Chronic congestive splenome- 
galy due to portal obstruction 

F. Nephritis—Uremia (rare) 
G. Allergy 

From a positive standpoint the following 

are important in order to establish a diag- 

nosis according to Wiseman, Doane, and 

Wilson. 

1. There must be a spontaneous purpura 
and or free bleeding from the mucous 
membranes. 

2. The platelets must be decreased to a 

level of less than 100,000. 

The clotting and prothrombin time 

are normal. 

1. There must be no anemia or leukocytic 
changes which are out of proportion 
to the blood loss. 

5. There must be no important patho- 
logic changes of the blood. 

6. There must be no recent history of 
ingestion of drugs prior to the onset 
of the disease or diseases which pro- 
duce thrombocytopenia. 

7. There must be no appreciable enlarge- 
ment of the lymph nodes. 

8. There must be no pathologic changes 


we) 
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in the bone marrow except for the 
megakaryocytes. 
TREATMENT 
Although many forms of therapy have 
been tried, splenectomy remains the treat- 
ment of choice. Therapeutic agents such 
as snake venom, calcium salts, parathyroid 
extract, rutin, intravenous methylene blue, 
protamine sulphate, and x-ray therapy to 
the spleen have all been tried, but most of 
them have been abandoned. Once a firmly 
established diagnosis of primary thrombo- 
cytopenic purpura is made, we believe that 
the disease should be treated by splenec- 
tomy. We cannot emphasize too much the 
importance of preoperative preparation of 
the patient by transfusions of an adequate 
quantity of freshly drawn blood, and by 
having available for immediate use addi- 
tional blood should there be any postopera- 
tive indications. This is of vital importance 
in order to bridge the variable time period 
which is required following splenectomy be- 
fore which the platelets show a response. 
Sometimes the platelets may rise within a 
few minutes after the splenic pedicle is 
clamped but sometimes it is delayed as 
much as twelve to thirty-six hours. The 
platelets may reach levels of more than a 
million in a matter of a few days and then 
return rapidly to normal or even to below 
normal levels. This postoperative low level 
is not necessarily disturbing inasmuch as 
there is usually a subsequent slow rise to 
a stabilization point within the normal 
range. Sometimes patients stabilize at a 
range below normal but still have an ex- 
cellent clinical result. If a patient is bleed- 
ing at the time he is brought to the operat- 
ing table, in most cases the active bleeding 
has stopped before the operation is com- 
pleted. 
PROGNOSIS 
About 85 to 90 per cent of all patients 
who are properly diagnosed are cured by 
splenectomy. The remainder are not im- 
proved or may even die of hemorrhage. An 
occasional recurrence may occur due to ac- 
cessory spleens which were overlooked at 
the time of the operation. Among our 
cases we have not as yet seen this phe- 
nomenon, but the surgeons should be 


warned that at the time of the splenectomy 
careful search should be made in the region 
of the hilum of the spleen, the tail of the 
pancreas, the transverse mesocolon, and the 
retroperitoneal tissues in the left side of 
the abdomen for accessory spleens. Among 
our cases there have been 2 postoperative 
deaths. In 1 of these the patient was not 
bleeding at the time of operation but failed 
to respond and died of massive hemorrhage 
from the genito-urinary tract and from an 
intracranial hemorrhage. The other was 
operated upon as an emergency and died 
postoperatively as the result of massive 
peritoneal hemorrhage at the operative site. 
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THYROTROPIC EXOPHTHALMOS* 
HAROLD G. SCHEIE, M. D.+ 
THOMAS R. HEDGES, M. D.# 


PHILADELPHIA, PENNSYLVANIA 


The relationship of exophthalmos to thy- 
roid disease has been known for over a cen- 
tury. Two different ocular entities have 
gradually evolved. One is associated with 
classic Graves’ disease or thyrotoxicosis. 
The other occurs in patients with basal 
metabolic rates of any level and has been 
referred to under many different terms, the 
most logical probably being thyrotropic ex- 
ophthalmos. 

The ocular changes characteristically oc- 
curring with thyrotoxicosis are: (1) wid- 
ened fissure (Dalrymple’s sign), (2) lid 
lag (Von Graefe’s sign), (8) poor con- 
vergence (Moebius’ sign), and (4) infre- 
quent blinking (Stellwag’s sign). Exoph- 
thalmos is slight or absent. 

Mulvaney! has suggested that the ocular 
findings associated with thyrotoxicosis are 
functional and probably on the basis of in- 
creased sensitivity to circulating adrenalin 
of the sympathetically innervated muscle 
fibers in the eyelids and the orbit. Three 
groups of these muscle fibers are present. 





‘Presented at Fifteenth Annual Meeting of the 
New Orleans Graduate Medical Assembly, March 
10-13, 1952. 

+From the Department of Ophthalmology, Hos- 
pital of the University of Pennsylvania, Medical 
School of the University of Pennsylvania and The 
Childrens Hospital of Philadelphia. 
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Mueller’s palpebral muscle extends from 
the levator of the eyelid and the insertion of 
the superior rectus muscle to the tarsal 
plate of the upper lid. When contracted it 
elevates the upper lid causing a widened fis- 
sure, staring expression, and probably re- 
sults in lid lag on downward gaze. Another 
less well defined band of smooth muscle 
fibers runs from the inferior rectus muscle 
to the tarsal plate of the lower lid. These 
fibers also widen the fissure when stimu- 
lated. Still another set of smooth muscle 
fibers, called Landstrom’s muscle, sur- 
rounds the eyeball and is closely associated 
with Tenon’s capsule and the orbital sep- 
tum. This to proptose the eye 
slightly when contracted. The effect of the 
combined contraction of these three groups 
of smooth muscle fibers is to widen the pal- 
pebral fissure to give a staring expression 
with lid-lag on downward gaze and possibly 
to slightly proptose the eye. The exoph- 
thalmos is more apparent than real because 
of the widened fissure which creates this il- 
lusion. 

The other ocular entity, thyrotropic ex- 
ophthalmos, is characterized by progressive 
protrusion of the eyeball which often be- 
comes so extreme as to endanger vision and 
lead to loss of the eye through corneal ex- 
posure. The exophthalmos is on a mechani- 


serves 


cal basis. 

The orbital fat increases in volume and 
the extra ocular muscles often become as 
large as one’s little finger. The intra-orbital 
pressure rises and the eye is pushed for- 
ward into the palpebral fissure where it 
might be compared to a tampon. With the 
rise in intra-orbital pressure there is inter- 
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larly the venous return. This leads to 


gestive ocular signs. 


con- 


The orbital pathologic changes are fairly 
well established.2* The orbital fat becomes 
edematous and invaded by polymorphonu- 
clear and round cells. Fibrosis occurs later. 
The extra-ocular muscles show similar 
changes, and in addition, undergo fatty in- 
filtration and degeneration of the muscle 
fibers with subsequent fibrosis. 

In thyrotropic exophthalmos the eyes are 
markedly protruded, often giving a star- 
tling appearance. (Table 1). The eye is me- 
chanically fixed in the orbit and cannot be 
pushed backward by digital pressure as can 
be done with the slight exophthalmos seen 
in thyrotoxicosis. Likewise, it remains un- 
changed under general anesthesia; while 
under similar conditions, the slight or ap- 
parent exophthalmos associated with thy- 
rotoxicosis disappears. Thyrotropic ex- 
ophthalmos can be unilateral; whereas, this 
would be unusual for the changes of thyro- 
toxicosis. When the condition is unilateral, 
differentiation from orbital or intracranial 
tumor may present great difficulty (Fig. 
1). Paresis of ccular muscles and diplopia 








Unilateral 
ciated with paresis of upward gaze. 


Figure 1. thyrotropie exophthalmos 


are the rule in thyrotropic exophthalmos. 


ference with the orbital circulation, particu- Limitation of motion in elevation and 
TABLE 1 
OCULAR FINDINGS 
THYROTOXK THYROTROPL 
1. Exophthalmos slight, more often apparent than 1. Exophthalmos often extreme. 
real. 
2. Exophthalmos functional, (improves with re- 2. Exophthalmos mechanical, (persists under an 


lief of thyrotoxicosis, under anesthesia or after 
death.) 


3. Exophthalmos nearly always bilateral. 
4. Ocular rotations unimpaired. 

5. Edema of lids not present. 

6. Conjunctiva normal. 


esthesia and after death.) 


Exophthalmos may be unilateral. 
Ocular rotations limited. 

Edema of lids present. 

6. Conjunctival edema and injection. 


or ® 
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abduction are effected twice as often as 
depression and adduction. The limitations 
of gaze may be so marked as to leave the 
eve practically immobile (Fig. 2). This im- 
pairment of the ocular rotations may be 
partly mechanical from an increase in the 
volume of the orbital tissues and partly due 
to degenerative and fibrotic changes in the 
muscles themselves. The eyelids become 
overfull as the exophthalmos increases, 
probably due to the bulging forward of the 
lid septum and less often to true edema. 
The conjunctiva is often markedly edema- 
tous and may be hyperemic. Engorgement 
of the retinal veins, occasionally with pa- 
pilledema, has been reported and is prob- 





CONVERGENCE 


Bilateral thyrotropic exophthalmes with limi- 


£ PRIMARY POSITION F 


Figure 2. 


tation of gaze in all directions 
ably also due to an interference with venous 
return from the eye. 

The exact mechanism underlying thyro- 
tropic exophthalmos is as yet unknown. 
Present day concepts suggest that the etio- 
logic mechanism is a disturbance in the pi- 
tuitary-thyroid relationship. This was first 
suggested by the not infrequent occurrence 
of malignant exophthalmos after thyroidec- 
tomy. Recent methods of assay have shown 
that an increase in thyroid stimulating hor- 
mone in the blood and urine occurs follow- 
ing thyroidectomy, in malignant exophthal- 


mos, and in certain cases of myxedema. A 
decrease in thyrotropic hormone is found 
in classic Graves’ disease.** This evidence 
has led to a theory of balance between the 
thyroid stimulating hormone of the pitu- 
itary and the thyroid gland (thyroxin) and 
suggests that the thyroid stimulating hor- 
mone might be the cause of the exophthal- 
mos. If thyroid function diminishes or the 
body demands greater amounts of thyroxin, 
increased amounts of thyrotropic hormone 
are liberated by the pituitary. Thyroxin 
is then produced by the thyroid, which in 
turn has an inhibitory effect on the pitu- 
itary, causing a decreased output of thyro- 
tropic hormone. 

Marine and Rosen in 1933,” and Smelser 
in 1937° produced exophthalmos in thyroid- 
ectomized animals by the injection of thy- 
roid stimulating hormone. In this and sub- 
sequent work,'’ it has been shown that the 
pathologic changes in the orbit of these ani- 
mals is identical with those seen in clinical 
cases of thyrotropic exophthalmos. These 
observations lend further support to the 
theory that thyrotropic hormone is, at least 
in part, responsible for progressive or ma- 
lignant exophthalmos. 

The occurrence of thyrotropic exophthal- 
mos in patients with thyrotoxicosis cannot 
be explained upon such a simple basis. The 
following theory has been suggested by a 
recent editorial in the J.A.M.A.'' Rawson, 
Graham and Riddell'* found that thyroid 
tissue inactivates thyrotropic hormone. The 
hyperplastic thyroid inactivates the hor- 
mone even more rapidly than normal thy- 
roid tissue. Therefore, in the presence of 
nonfunctioning thyroid tissue or with oper- 
ative removal of the gland, an increase in 
circulating thyrotropic hormone is brought 
about which results in progressive exoph- 
thalmos. In those individuals who present 
thyrotropic exophthalmos together with 
thyrotoxicosis, the thyroid may, for some 
reason, be unable to inactivate the hormone. 
Curtis and his associates called attention 
to the fact that localized myxedema might 
occur in the presence of toxic diffuse goiter 
and often follows surgical removal of the 
thyrotoxic gland. Localized myxedema and 








484 


thyrotropic exophthalmos run a parallel 
course and may be considered as allied man- 
ifestations of the same abnormality. No 
definite conclusions can be reached as to the 
exact mechanism of production of either 
condition. As Dobyns stated in his excel- 
lent review article,'' the solution to the 
problem must await the availability of a 
simple and reliable method of assay of thy- 
roid stimulating hormone. 

Until the condition is better understood, 
efforts must be made at early recognition 
of thyrotropic exophthalmos, particularly in 
patients with thyrotoxicosis, because of the 
need for conservatism in treatment. The 
untoward effect of thyroidectomy is well 
known. Most thyroid surgeons have seen 
examples of severe progressive or malig- 
nant exophthalmos following thyroidec- 
tomy. We should, therefore, be content to 
carry the patients along as best we can 
(Table 2). If sufficiently thyrotoxic, such 


rABLE 2 


TREATMENT OF THYROTROPIC EXOPHTHALMOS 


1. Directed at inhibiting production of thyrotropic 
hormone 
a. Thyroid substance 
b. Roentgen therapy to pituitary gland 
ec. Estrin and related sterones 
2. Avoid thyroidectomy 
a. Iodine 
b. Thiouracil 
c. Radioactive iodine 
3. Decompresion of orbit 
a. Intracranial 
b. Lateral 


medications as thiouracil, idoine, irradiation 
to the thyroid, or more rarely, partial or 
subtotal thyroidectomy may be indicated. 
In patients in whom exophthalmos is ex- 
treme and the eyeball is endangered, often 
roentgen therapy to the pituitary gland can 
be advised. In conjunction with Dr. Ed- 
ward Rose, Department of Endocrinology, 
we have treated a series of 18 patients with 
no apparent ill effect. No direct correla- 
tion between improvement in the exophthal- 
mos and pituitary irradiation was noted in 
this group of patients. If the basal meta- 
bolic rate is normal, thyroid substance has 
been advised, theoretically to inhibit the 
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production of thyrotropic hormone. For 
the same reason, estrogenic substances re 
said to have a beneficial effect. When «x- 
posure of the cornea and ulceration occur, 
local therapy such as shields, dressings, :in- 
tibiotics, and artificial tears should be «m- 
ployed. Tarsorraphy (lid adhesions) must 
be resorted to if these measures are unsuc- 
cessful. Decompression of the orbit later- 
ally into the subtemporal fossa or intra- 
cranially as advocated by Naffziger may be 
necessary, although in our experience we 
have been able to avoid these radical pro- 
cedures. 

In general, the disease runs a self-limited 
course. The progressive phase lasts for 
several months to a year and then the ex- 
ophthalmos becomes stabilized either at 
maximum levels or with varying amounts 
of recession, 

CONCLUSIONS 

1. The ocular findings associated with 
thyroid disease are considered as belonging 
in two main groups: those associated with 
pure thyrotoxicosis, and those which accom- 
pany progressive exophthalmos in the pres- 
ence or absence of hyperthyroidism. 

2. The ocular manifestations of thyro- 
toxicosis are summarized. They are prob- 
ably due to increased tonus of the sympa- 
thetically innervated smooth muscle of the 
lids and orbit. Exophthalmos in pure thy- 
rotoxicosis is usually more apparent than 
real. 

3. A summary of the ocular signs in thy- 
rotropic exophthalmos is given. Although 
the clinical and pathologic changes occur- 
ring in this condition are fairly well estab- 
lished, the exact mechanism of their pro- 
duction remains unknown. Present 
evidence points to a disturbed relationship 
between the thyroid and pituitary glands. It 
is felt that the thyroid stimulating hormone 
of the pituitary is at least partly respon- 
sible for progressive or malignant exoph- 
thalmos. However, because of the lack of a 
practical and reliable clinical method of as- 
say, its exact role in this disease is uncer- 
tain. 

4. The simultaneous occurrence and par- 
allel course of thyrotropic exophthalmos 
and localized myxedema suggest that they 


day 
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are allied manifestations of the same ab- 
normality. The frequent association of 
both these conditions with hyperthyroidism 
is difficult to explain on the basis of cur- 
rent theories. 

A brief outline of present day treat- 
ment is presented. Conservatism should 
guide all treatment of progressive exoph- 
thalmos in the presence of hyperthyroidism 
and caution against thyroid surgery is em- 
phasized. 
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CARCINOMA OF THE STOMACH* 
ALTON OCHSNER, M. D.? 
JOHN BLALOCK, M. D.7+ 
NEW ORLEANS 
Cancer of the stomach is an extremely 
important disease, because of its frequency, 
especially in men, and also because of the 
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almost uniformly poor results that have been 
obtained in its treatment. In contradistinc- 
tion to bronchogenic carcinoma, which is 
increasing more than any other cancer in 
the body and which frequently is not con- 
sidered by the profession in early cases, 
cancer of the stomach is well known, be- 
cause it has been a common lesion for many 
vears. It is one of the most frequent can- 
cers affecting males. In 1948, there were 
26,219 deaths from cancer of the stomach 
reported in the United States. 
RESULTS FROM TREATMENT 

In spite of the fact that the incidence of 
gastric cancer is appreciated by all physi- 
cians, the results from its treatment have 
been very poor. A critical survey of the re- 
sults obtained in the better institutions in 
the United States shows that of all the pa- 
tients admitted to these institutions in 
whom a diagnosis of gastric cancer was 
made, only 50 per cent were operable when 
first seen, 20 per cent were resectable, 17 
per cent survived the resection, and only 5 
per cent were alive at the end of five years. 
Livingston and Pack" found from a study of 
reported cases that the average five year 
survival in surgical clinics was less than 
2 per cent and that it had never exceeded 
5.2 per cent. In 1948, Pack and McNeer* 
reported that of 795 cases of gastric car- 
cinoma treated at the Memorial Hospital 
in New York, only 26 (3.4 per cent) sur- 
vived five years. Welch and Allen" report 
a five year survival rate of 6.4 per cent. 
State, Moore, and Wangensteen' report a 
6.6 per cent five year survival rate in all 
cases of gastric carcinoma admitted to the 
University of Minnesota Hospital. The 
above statistics are those obtained in the 
better hospitals of the United States. Clark' 
found that of all patients with gastric can- 
cer in a metropolitan area only 0.8 per cent 
survived five years. It is indeed a sad com- 
mentary that a lesion as common as gastric 
cancer cannot be better controlled than this 
condition has been up to the present time. 
Any lesion in which only a 5 per cent five 
year salvage rate is attainable should be 
investigated to determine what can be done 
to increase the percentage of cures. 
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CHOICE OF PROCEDURE 

3ecause of the extremely bad results 
which have been obtained following sub- 
total gastrectomy in the treatment of gas- 
tric carcinoma, the suggestion has been 
made and emphasis placed upon the desir- 
ability of total gastrectomy in the treat- 
ment of all gastric carcinoma.*'’: '= Where- 
as total gastrectomy is certainly the pro- 
cedure of choice in extensive lesions in 
which only this procedure will remove all 
the cancer-bearing area, it has been our 
belief that total gastrectomy for a relatively 
small lesion in the pylorus or antrum not 
only is not necessary but also will not pro- 
duce a higher incidence of cures. Our ex- 
perience has been that in those patients in 
whom subtotal gastrectomy has been done 
and in whom death subsequently occurred 
from carcinoma, the carcinoma was found 
to be not in the remaining portion of the 
stomach, in the duodenal stump, or regional 
lymph nodes, but as metastases in the liver 
or peritoneum, which undoubtedly were 
present at the time of the original opera- 
tion, but which were not detectable. 

The concept that more radical procedures 
will result in a higher incidence of cure is 
based upon the finding of local recurrence 
of the malignant lesion in the remaining 
portion of the stomach following subtotal 
gastrectomy. Whereas the performance of 
total gastrectomy in all cases of gastric car- 
cinoma regardless of their location or size 
might seem radical, certainly it would be 
justified if the results could be improved 
and if only by such a radical procedure this 
could be accomplished. Recause the pro- 
ponents of the total gastrectomy concept 
for all cancers of the stomach have ob- 
served patients with recurrence in the re- 
maining portion of the stomach following 
less than total gastrectomy, it would seem 
logical that more radical removal of the 
stomach might improve the results. On the 
other hand, it must be appreciated that 
there is considerable variation between 
minimal resections of the stomach (of such 
a degree that they might be termed biop- 
sies) and total gastrectomies. It is our firm 
belief that in those cases in which local re- 
currence has occurred following partial re- 
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section of the stomach, an incomplete ex- 
cision has been done and that many cases 
of cancer of the stomach can be cured if a 
radical subtotal resection is performed. (ur 
experience is certainly at variance with that 
of de Amesti, who found that of 100 pa- 
tients treated by subtotal gastrectomy, 40 
had evidence of recurrence and in 45 per 
cent of these the recurrent lesion was in the 
remaining portion of the stomach. Recently, 
we saw a patient who four years previously 
had had a “gastrectomy” for an ulcer on 
the greater curvature, which proved to be 
malignant. The patient progressed very 
well for three and a half years, when he 
developed obstructive manifestations and 
at our initial examination a high degree of 
obstruction was found at the gastrojejunos- 
tomy site. A considerable portion of the 
stomach remained; in fact, apparently only 
the pyloric antrum had been removed. At 
laparotomy a tumor was found at the gas- 
trojejunostomy site, the mass was attached 
to the liver, and there was direct extension 
to the splenic pedicle. The omentum and 
gastrocolic omentum were intact. There 
was no evidence of any metastases to the 
liver, although there was enlargement of 
the lymph nodes surrounding the celiac axis 
and those extending up along the esophagus. 
An en bloc dissection of all the stomach 
with exception of the proximal 4 cm. of 
the greater curvature, the gastrohepatic 
omentum, the gastrocolic omentum, the 
greater omentum, the spleen, the splenic 
pedicle, and the left lobe of the liver was 
performed. Probably had a total gastrec- 
tomy been done four years previously, he 
would have been cured. However, a radical 
subtotal gastrectomy performed originally 
probably would have resulted in a cure also; 
whereas following the “biopsy” which he 
had, recurrence developed. However, we 
believe that, in spite of the original incom- 
plete operation and the delay of four years, 
he still has a chance of cure which is ex- 
ceptional in gastric cancer. 

In order that there may be no confusion 
concerning terminology, it is necessary to 
define what is meant by the radical sub- 
total gastric resection for carcinoma, and 
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an\ thing short of this must be considered 
an incomplete operation. Radical subtotal 
gastric resection for carcinoma, according 
to our concept, consists of en bloc removal 
of all the gastrohepatic omentum, all of the 
lesser curvature of the stomach up to the 
cardia, all of the greater curvature of the 
stomach except for three or four centi- 
meters distal to the cardia, the first por- 
tion of the duodenum, the gastrocolic omen- 
tum, and the greater omentum together 
with peri-esophageal lymph nodes, the left 
gastric nodes, the celiac nodes, the hepatic 
nodes, the subpyloric nodes, the right gas- 
tric nodes, and the pancreaticolienal nodes 
(Figs. 1 and 2). If the tumor is located on 
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Figure 1. Diagrammatic drawings showing the 
extent of excision in radical subtotal gastrectomy 
for carcinoma which consists of en bloc removal 
of all the omentum, the gastrocolic omentum, the 
gastrohepatic omentum, the first portion of the 
duodenum, all of the lesser curvative up to the 
cardia, and all of the greater curvature to within 
6 cm. of the cardia. “B” shows the extent of the 
resection shown in profile. 


the greater curvature above the midportion, 
it is necessary to remove the spleen and the 
gastrolienale ligament as well. The entire 
first portion of the duodenum is removed 
with the stomach, because contrary to what 
Was previously thought it is possible for a 
carcinoma of the stomach to extend beyond 
the pylorus to the duodenum. Following 
radical excision of the stomach, the duode- 
nal stump is closed blindly, using a row of 
continuous catgut over the occluding clamp 
and a subsequent row of interrupted cotton 


LYMPHATIC 
DRAINAGE OF STOMACH 


Left struc | 
foie | 


“i 


PARACARDIAL NODES 






p Right gastric nodes 

Figure 2. Lymphatic drainage of the stomach. 
Lesions on the greater curvature extend toward 
the pylorus to the subpyloric and the right gastric 
nodes. Lesions on the rest of the stomach extend 
to the left gastric nodes and the celiac nodes. In 
performing a radical subtotal gastrectomy for car- 
cinoma, it is necessary to remove all the nodes 
shown in this diagram. 


sutures. The upper half or two-thirds of 
the end of the stomach is closed in a similar 
manner and an anastomosis made between 
the lower half, or third, of the stomach 
with the first portion of the jejunum which 
is brought up through an opening in the 
transverse mesocolon. It has been our cus- 
tom to perform the radical subtotal gas- 
trectomy just described in all cases of gas- 
tric carcinoma except those in which the 
lesion is located in the proximal portion of 
the stomach in which a total gastrectomy 
is done. We have never been proponents of 
total gastrectomy for all gastric carcinomas 
for two reasons: (1) We believe that as 
much can be accomplished by the radical 
subtotal resection in most cases of gastric 
carcinoma as can be accomplished by total 
gastrectomy, and (2) because it has been 
our experience that patients submitted to 
total gastrectomy are likely to have post- 
operatively severe digestive disturbances, 
making them digestive cripples. Incapaci- 
tation due to such marked digestive dis- 
turbances might be justified if the inci- 
dence of cure were increased, but it is our 
experience that in those patients in whom 
recurrence occurs in the remaining portion 
of the stomach following gastrectomy, an 
incomplete gastrectomy has been done. The 
difference in the postoperative discomfort 
in patients who have had total gastrectomy 
and those in whom a small gastric pouch, 
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consisting of a small portion of the greater 
curvature, is left behind is striking. The 
pouch usually is no larger than a man’s 
thumb. Whether it is because the pouch 
acts as a reservoir or because of hormonal 
secretion from the pouch that these patients 
have few or no symptoms, one cannot state. 
It is well known, however, that a small gas- 
tric pouch will frequently dilate to consider- 
able size, greatly increasing the size of the 
gastric reservoir. 


INCIDENCE OF PRIMARY GASTRIC MALIGNANCY AT 


Pie OCTISNER CLINI 

In the past eight years, we have had 194 
cases of primary gastric malignancy in the 
Ochsner Clinic, of which 134 (69 per cent) 
were males and 60 (31 per cent) were fe- 
males. Of these, 186 (94.5 per cent) were 
carcinoma, 4 (2.7 per cent) were leiomyo- 
(1.3 cent) reticulum cell 
sarcoma, and one each (0.68 per cent) lym- 
phosarcoma and Hodgkin’s disease. It is 
thus seen that epithelial malignant tumors 
occur much more frequently than other ma- 
lignant lesions of the stomach. 

The the tumors varied a 
great deal. Twenty-four (12.8 per cent) of 
the carcinomas were in the pylorus, 71 
(32.4 per cent) had such diffuse involve- 
ment that it was impossible to designate 
any particular location as to site; 24 (12.8 
per cent) involved the antrum; 23 (12.3 
per cent) involved the cardia; 20 (10.7 per 
cent) the curvature; 14 (7.4 per 
cent) the body, and 10 (5.3 per cent) the 
greater curvature of the stomach. In the 
series, diffuse carcinoma was encountered 
more frequently than any other type (67.7 
per cent); 43 (23 per cent) were ulcera- 
tive, and 17 (9.5 per cent) were polypoid. 

SYMPTOMS 


sarcoma, 2 per 


locations of 


lesser 


The symptoms in gastric carcinoma occur 
so insidiously that they are likely to be dis- 
regarded in the beginning both by the pa- 
tient and the physician. We are of the 
opinion that one of the earliest manifesta- 
tions of gastric cancer is anorexia, which 
may be so mild that the patient is likely to 
disregard it, but is severe enough to keep 
the patient from eating sufficiently to 
maintain his weight. Anorexia or digestive 
disturbances occurring in an individual who 
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has had gastric upsets all his life are of 
little significance. However, anorexia or 
other gastric complaints in an individual, 
particularly a male, who previously was 
well, demands investigation. Anorexia ‘s- 
sociated with weight loss is particularly 
significant. In 90.7 per cent of our Cases, 
weight loss was present and was the most 
frequent manifestation, the average being 
24.6 pounds. Other symptoms complained 
of in order of their frequency were: pain 
(83 per cent); nausea (6Z per cent) ; ten- 
derness (53 per cent) ; simple vomiting (52 
per cent); anorexia (47 per cent); mass 
(44 per cent); retention vomiting (20.6 
per cent); melena (20.1 per cent), 
dysphagia, (15.4 per cent). it is of signifi- 
cance that the average duration of symp- 
toms before we saw the patient was 8.8 
months, demonstrating the delay which oc- 
curred in these Obviously in any 
malignant lesion in which there is a delay 
of over six months, the results are likely 
to be bad. 


and 


cases. 


DLAGNOSETS 

The diagnosis of gastric malignancy is 
thought to be relatively easy. Because of 
the ease with which gastric fluoroscopy and 
roentgenography can be done, it is the gen- 
eral consensus that by roentgen examina- 
tion of the stomach, lesions, either benign 
or malignant, can be detected without diffi- 
culty. In the present series a positive diag- 
nosis of gastric malignancy was made by 
x-ray in 96.2 per cent, and the diagnosis 
was incorrect in only 3.8 per cent. A cor- 
rect diagnosis in 96 per cent of cases should 
make one proud of his diagnostic acumen; 
however, we believe that the fact that a 
positive diagnosis could be made by x-ray 
in 96 per cent of cases is nothing to be 
proud of, because it indicates that the le- 
sions were advanced because of delay in 
diagnosis. Also we are convinced that when 
a lesion is large enough to be visible on flu- 
oroscopy and by roentgenography or vis- 
ible gastroscopically, it is probably too far 
advanced for much to be accomplished as 
regards cure. It is our firm belief that if 
we are to improve the results obtained in 
the treatment of gastric cancer, we must 
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treat the lesion before it can be diagnosed 
according to our present clinical methods. 
Whereas this may seem paradoxical, it 
means that lesions which are not clinically 
cancer must be treated as such if an im- 
provement in the salvage rate in gastric 
cancer is to be obtained. Individuals with 
gastric symptoms, particularly men who 
were previously free from such symptoms 
and in whom the symptoms persist in spite 
of adequate conservative therapy, must be 
suspected of having gastric malignancy in 
spite of negative roentgenography, gastro- 
scopy, and other laboratory findings and 
should be given the advantage of an ab- 
dominal exploration. The absence of an- 
acidity in no way precludes the possibility 
of gastric malignancy. It is hoped that 
with improvements in technique cytologic 
exumination of the gastric secretions may 
prove of real value, but until such tech- 
niques are perfected and even in those cases 
in which the findings are negative, patients 
with persistent gastric symptoms must be 
considered as having gastric cancer until 
proved otherwise. Also, lesions of the stom- 
ach which are not clinically carcinoma, such 
as ulcers and polypi, should be treated by 
resection. There are many who believe that 
an antecedent ulcer of the stomach in no 
way predisposes to a gastric carcinoma in 
that the ulcer is not likely to undergo ma- 
lignant change. It is impossible to say in a 
given case with an ulcer of the stomach 
whether the lesion is benign or malignant. 
However, every surgeon has observed gas- 
tric ulcers which appeared benign on 
roentgenography, on gastroscopy, at the 
time of exploration, and even after the re- 
moval when the pathologist has the speci- 
men in his hand and yet which proved on 
microscopic examination to be malignant. 
Even though there are many who contend 
that gastric ulcer in no way predisposes to 
gastric carcinoma, we believe that in an 
epithelium which is so susceptible to malig- 
nunt change, such as gastric mucosa, the 
persistence of an ulcer or even a scar re- 
sulting from the healing of an ulcer can 
serve as a premalignant lesion and that all 
gustric ulcers should be resected not only 


because one cannot determine before micro- 
scopic examination whether the ulcer is 
benign or malignant, but also because only 
in this way the possible premalignant lesion 
can be eradicated. 

Within the past year and a half we have 
had two patients, both men in their forties, 
complaining of anorexia of relatively short 
duration associated with weight loss up to 
sixteen pounds. In both, there was no evi- 
dence of any gastric lesion as determined 
roentgenologically or gastroscopically. Both 
had free hydrochloric acid in their gastric 
contents. Because of the persistence of 
their symptoms resulting in weight loss, a 
presumptive diagnosis of gastric carcinoma 
was made and both were operated upon. In 
each instance, a small lesion measuring 4 
to 6 millimeters in diameter was found, 
which following curative subtotal resection 
proved to be gastric carcinoma. Probably 
had we waited until a positive diagnosis 
could have been made roentgenologically 
or gastroscopically, the lesion would have 
been so far advanced that a cure could not 
have been obtained by resection. 

PROCEDURES EMPLOYED AND SURVIVAL RATES 

In the 186 cases of gastric carcinoma 
which we have observed in the last eight 
years, 22 (11.9 per cent) when first seen 
were so far advanced that nothing was 
deemed advisable in an operative way. 
These patients were not even subjected to 


>? 


exploration (Fig. 3). One hundred and 
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Figure 3. Results obtained from observing 186 
cases of gastric carcinoma. 


sixty-four (88.1 per cent) were considered 
operable, of which 13 (7.1 per cent) re- 
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fused surgery or returned home without 
therapy. One hundred and fifty-one were 
explored, in 85 (58.2 per cent) of which 
the lesion was found to be so far advanced 
that it could not be resected. Thirteen (15.3 
per cent) of those which were explored and 
not resected died within the hospital. Sixty- 
six of the 151 explored (42.9 per cent) were 
resected, of which 12 (18.1 per cent) were 
done as palliative procedures. A palliative 
resection of the stomach is one in which 
there is no gross evidence of extension be- 
yond the stomach or regional lymph nodes, 
that is, no involvement of the peritoneum 
or the liver. In many of these the lymph 
nodes were involved or at least enlarged. 
Of the 12 cases in which palliative resection 
was done, 3 (25 per cent) died within the 
hospital. Fifty-four (81.8 per cent) of 
those resected had “curative” resections, of 
which 8 (14.8 per cent) died within the 
hospital. The curative resections were di- 
vided into three groups: 40 in which a sub- 
total resection was done, 10 in which a total 
resection of the stomach was done, and 4 
in which an esophagogastrectomy was 
done. Obviously, in the cases in which total 
gastrectomy and esophagogastrectomy were 
done, the lesions were much more extensive 
than in those in which a subtotal resection 
was done. The hospital mortality rate in 
the group in which subtotal resection was 
done was 7.5 per cent. In the cases in which 
total gastrectomy was done, it was 30 per 
cent, and in 4 cases in which an esophago- 
gastrectomy was done it was 50 per cent. 
The high mortality rates in the total gas- 
trectomy group and in the esophagogas- 
trectomy group were the result of the di- 
sease and not the type of therapy. To re- 
capitulate, 26.8 per cent of the 186 cases of 
carcinoma had a palliative operation, 25.2 
per cent had exploration and biopsy, 21.5 
per cent had curative subtotal resection, in 
11.8 per cent the operation was not war- 
ranted, in 6.9 per cent the operation was 
refused, in 5.2 per cent a curative total re- 
section was done, and in 2.1 per cent a cura- 
tive esophagogastrectomy was done. If one 
groups these together, it is seen that 28.8 
per cent had curative resections, 26.8 per 
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cent palliative operations, 25.2 per cent ex- 
ploration only, and in 18.7 per cent the 
operation was not warranted or refused 
(Fig. 4). 


METHOD OF THERAPY 
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Figure 4. Method of therapy, as grouped 

gether, in 186 carcinoma cases. 








In the cases of gastric cancer in which 
no resection was done but in which either 
exploration or other palliative procedures 
were 78.3 per cent survived six 
months; 22.1 per cent, one year; and 4.3 
per cent, two years. No patient survived 
Palliative 
SURVIVAL RATES- NON:RESECTED CASES 
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used, 


as long as three years (Fig. 5). 
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Figure 5. 


resections were done whenever possible and 
when curative resections could not be per- 
formed. They consisted of performing sub- 
total resections of the stomach even though 
there were distant metastases, such as to 
the liver or to the peritoneum. This pro- 
cedure was considered justifiable in order 
to free the patient from the ulcerating, fun- 
gating mass in the stomach, and in this way 
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the remaining days of life were made more 
comfortable, but it was also hoped that 
their longevity might be increased. Con- 
trary to results obtained following pallia- 
tive resection in cancer of the lung and 
cancer of the colon, there was little effect 
on longevity following palliative resections 
of the stomach for carcinoma. Thirty-three 
per cent were alive at the end of six months, 
22 per cent at the end of one year, 12.5 per 
cent at the end of two years, but no patient 
survived three years. 

Of the cases in which a curvative resec- 
tion of the stomach was done for carcinoma, 
the results were very much better. Seventy- 
six per cent were alive at the end of six 
months, 63 per cent at the end of one year, 
18 per cent at the end of two years, and 
36 per cent between five and eight years 
(Fig. 6). It is of interest that whereas the 
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Figure 6. The survival rates of curative re- 
tion of gastric carcinoma. 

survival rate sharply declines following 
operation up to the second year, there is 
relatively little change from the second to 
the fifth year, which is similar to the curve 
obtained in the treatment of cancer of the 
lung and cancer of the colon and suggests 
that a patient who lives for two years fol- 
lowing resection of the stomach for cancer 
has a fairly good chance of being alive at 
the end of five years. Even better results 
were obtained in the survival rate of those 
patients in whom subtotal resections were 
done for gastric carcinoma. Survival rates 
were as follows: six months, 88.8 per cent; 
one year, 71.4 per cent; two years, 56.6 
per cent; three years, 55 per cent; four 


years, 50 per cent; and five to eight years, 
10 per cent (Fig. 7). 
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Figure 7. The survival rates of subtotal resec- 
tion of gastric carcinoma. 

As in carcinomas elsewhere, the survival 
rate depended to a great extent upon the 
presence or absence of lymph node involve- 
ment. In the cases in which there was no 
nodal involvement, the survival rate be- 
tween five and eight years was 75 per cent, 
whereas in the cases with nodal involve- 
ment, the five year survival rate was only 
16.6 per cent. The survival rate also varied 
according to the type of lesion. Of the dif- 
fuse carcinomas, only 1.5 per cent were 
alive at the end of five years and over; of 
the polypoid lesions, 25 per cent were alive 
at the end of five years, and of the ulcera- 
tive lesions, 62.5 per cent at the end of five 
years. 

COMMENT 

A 40 per cent five year survival rate fol- 
lowing subtotal gastric resection for cancer 
of the stomach is better than any other 
statistics that have been reported so far 
following total gastrectomy for a similar 
lesion. It further illustrates, we believe, 
that a radical subtotal resection of the 
stomach is as efficacious, if not more so, 
in curing cancer of the stomach than is total 
gastrectomy. The fact, that in most in- 
stances subtotal gastrectomy is as effica- 
cious in controlling cancer of the stomach 
as is total gastrectomy, does not lessen the 
obligation of the profession to take steps 
to increase the five-year salvage rates in 
gastric cancer. As stressed previously, it 
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is our conviction that the five vear salvage 
rate can be increased only by subjecting 
patients with gastric cancer to radical sub- 
total gastric resection at a time when the 
This 
usually means that the treatment must be 


lesion is still limited to the stomach 


instituted when a diagnosis of cancer can- 
not be made according to our present clin- 
ical methods. Although there was a delay 
of an average of 8.8 months in this series 
of cases, something has been accomplished. 
This is illustrated by the fact that in the 
186 cases, 81.1 per cent were explored as 
compared with 50 per cent which were ex- 
plored in the collected series; 35.4 per cent 
were resected as compared with a 20 per 
cent resectability incidence in the collected 
cent survived resection as 
compared with 17 per cent in the collected 
series, and 8.3 per cent are alive at the end 
of five years as compared with 5 per cent 
in the collected series (Fig. 8). Whereas 
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Figure 8. 
of 186 cases. 


Results obtained in the present series 
In contrast to the generally reported 
results in the better institutions, as 
Fig. 1, 81 per cent 


illustrated in 
were operable instead of the 
50 per cent in the reported series. Thirty-five per 


cent were resected in contrast to the 20 in the re- 


ported series. Twenty-nine per cent survived re- 
in the re- 
ported series and 8.3 per cent survived 5 years in 
contrast to the 5 per cent in the reported series. 


section as contracted with 17 per cent 


an increase from 5 per cent to 8.3 per cent 
in the five vear salvage rate might not seem 
worthwhile, it is better than a 50 per cent 
improvement and, therefore, is significant. 
However, a five year salvage rate of only 
8.3 per cent is admittedly far too low and 
must be improved. This can be accom- 
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plished, however, only by subjecting cases 
with gastric cancer to radical extirpation 
at an earlier time than has been done in the 
past. Until some clinical method of exam- 
ination is devised which will permit detvc- 
tion of gastric cancer while it is still limited 
to the stomach, it is necessary, if the re- 
sults from the treatment of gastric cancer 
are to improve, that the patient in whom 
a diagnosis of gastric cancer cannot be 
made according to our present methods of 
diagnosis must be treated for cancer. As 
emphasized previously, this means surgical 
extirpation of all gastric ulcers, polypi, and 
other persistent lesions in the stomach and 
also abdominal exploration for symptoms 
only, particularly if symptoms occur in a 
man who previously had no gastric symp- 
toms, and persist in spite of all conserva- 
tive therapy. 
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THE COINCIDENCE OF TUBERCULO- 

SIS AND DIABETES MELLITUS* 
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AND 
HENRY MENDELL, M. D. 
Houston, TEXAS 
INTRODUCTION 

The appearance of pulmonary tuberculo- 
sis as a complication in the control of dia- 
betes has frequently attracted medical at- 
tention during the past 100 years. Mark 
et al,' in reviewing European literature, 
found a concurrent incidence of 42 to 50 per 
cent prior to the turn of the century. Labbe, 
as late as 1930 to 1932, found tuberculosis 
in 40 per cent of diabetic deaths in Paris. 
Such a high coincidence has not been re- 
ported in the American literature. Root? 
divided the cases at the Joslin Clinic into 
three periods. The death rate from pulmon- 
ary tuberculosis among diabetics from 1898 
until 1922, when the use of insulin was be- 
gun, was 7.8 per cent. From 1922 until 
1929, when the drug became more generally 
used, the death rate was 3.7 per cent. From 
1929 to 1939, the tuberculosis rate fell 
among their diabetics to 1.8 per cent. Pan- 
vai,’ in 1931, summarized a large group of 
reports, totaling 8250 diabetics. Approxi- 
mately 2.6 per cent had tuberculosis, an in- 
cidence three times that expected in the gen- 
eral nondiabetic population. Warren' re- 
viewed 300 diabetic autopsies in 1930; 13 
of these died with associated tuberculosis, 
and only 10 were due to tuberculosis alone. 
This is in sharp contrast with the situation 
fiftv years ago when 50 per cent of the fatal 
diabetics died from tuberculosis. 

COLLECTION OF DATA 

To ascertain the coincidence locally, we 
collected data from two sources. (1) 
Photofluorographic films were obtained on 
205 patients attending the diabetic Out-Pa- 
tient Clinic of Jefferson Davis Hospital dur- 
ing 1949 to 1951, and questionable cases 
were checked with the 14 by 17 inch films. 
Of 205 diabetic clinic patients, 7 (3.4 per 

From Department of Medicine, Baylor College 
of Medicine and Jefferson Davis Hospital, Houston, 
Texas. 


cent) had pulmonary tuberculosis. (2) In 
addition, the files of the City of Houston 
Tuberculosis Hospital were searched for 
diabetic patients. In the interval 1940 to 
1950 inclusive, 15 diabetics were found 
among 2366 tuberculosis admissions (0.63 
per cent). 


TABLE 1 
TUBERCULOUS DIABETICS OUT-PATIENT 


I’t Daily Stage of 

No Race Sex Age Insulin Tuberculosis 

1 W M 67 32 Moderately adv. 
2 W M 48 15 si sa 

3 W M 33 185 Far advanced 

4 W M 18 85 Moderately adv. 
5 W F 76 0 7” o 

6 W F 58 35 

7 C M 37 4() Far advanced 


ANALYSIS OF DATA 

Table 1 shows the color, sex, and age of 
each tuberculous diabetic out-patient, to- 
gether with daily insulin dosage and extent 
of pulmonary disease by x-ray evidence. The 
relatively high proportion of white, and 
especially white males in this group, as com- 
pared with the color-age-sex distribution in 
the clinic group as a whole (Table 2) can- 
not be explained except by the smallness of 
our tuberculosis sample. None of our cases 
was so fortunate as to be found with only 
minimal disease. Our group contained no 
diabetic children. The only diabetic ado- 
lescent also had tuberculosis. Our tubercu- 
losis incidence compares favorably with that 
found by Root® among adult diabetics (2.8 
per cent). 

Similar individual data on the 15 cases of 
diabetes in the tuberculosis hospital pa- 
tients are shown in Table 3. Here the dis- 
tribution is more evenly spread among the 
colored, white, and Latin-American racial 
groups and between males and females. In- 
sulin dosage varied widely, from none to 
120 units daily. However, here again, none 
was found with only minimal tuberculous 
infection: 8 were moderately advanced, 7 
were far advanced. The total diabetes in- 
cidence of 0.63 per cent in this hospital is 
essentially the same as that of Banyai* He 
studied 5000 patients with tuberculosis in 
Muirdale Sanatorium between 1923 and 
1930, and found 31 diabetics (.59 per cent). 
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TABLI 
RACK—SEN AGE DISTRIBUTION 
Race Sex 0-9 10-19 20-29 
White M 1 
F 3 
Negro M l 
F 6 
Latin M 
American F l 
rABLE 
rUBERCULOUS DIABEUCTICS—— HOSPITAL 
I't Daily Stage of 
No Race Sex Aue Insulit Puberculosis 
1 ( F 53 30 Far advanced 
2 ( I 65 45 iva Ps 
3 C M 19 55 Moderately adv. 
4 Cc M 34 60 ” “ 
5 ( M 30 50 
6 W F 45 100 Far advanced 
7 W F 12 40 " 25 
8 W M 26 60 Moderately adv. 
9 W M 21 120 - - 
10 LA fF 62 50 Far advanced 
11 LA F 17 0 Moderately adv. 
12 LA M 44 30 “ 6 
13 LA M 53 10 Far advanced 
14 LA M 44 40 : “ 
15 LA M 50 70 Moderately adv. 


He and Cadden" later (1944) addea 5575 
more tuberculosis patients (1932 to 1944) 
with a diabetes incidence of 1.6 per cent. 
Landis, Funk and Montgomery‘ had found 
one-third to one-sixth of 1 per cent of tu- 
berculosis patients with associated diabetes 
in survey data on 31,834 patients in 29 sani- 
toria (1919). Barach,* in 1941 to 1943, 
found a coincidence of 0.7 per cent in 3406 
tuberculosis hospital patients. McKeen, 
Thosteson and Brooks” reported associated 
diabetes in 1.57 per cent of 15,561 patients 
with tuberculosis (1929 to 1939). 
PATILOLOGY 

Although all of our cases of tuberculosis 
were either moderately or far advanced, 
such late diagnosis leaves much to be de- 
sired. Tardy detection has, however, been 
the experience of other groups. In 1932 to 
1944, 105 of Banyai and Cadden’s' 125 
cases were far advanced on admission to 
their sanatorium. 

Attempts have been made to give the 
phthisic lesions identifying characters on 
x-ray. Wilder'' described the lesion as 
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DIABETES CLINIC PATIENTS 


AGE GROUPS 


30-39 0-40 O59 6O-69 70-79 So 
1 5 5 8 4 
2 38 19 16 8 
2 3 3 2 2 
9 15 22 29 10 
1 1 1 1 
1 5 3 5 


deep seated, spreading from the hilum to 
the periphery, usually pneumonic with little 
fibrosis. He felt justified in assigning the 
name “Diabetic Tuberculosis” to such find- 
ings. He considered pleuritis and pleural 
adhesions uncommon as did Root? and Wei- 
ner and Kavee'*. Melvin and Engelhardt 
noted the same hilar preference (“butter- 
fly’’ lesion) but considered pleural adhe- 
sions more common than in the nondiabetic. 
Epstein and Trubowitz''! found no distinct 
x-ray finding. 
METABOLIC FACTORS 

Metabolic factors favoring the develop- 
ment of tuberculosis in diabetics have been 
considered by Root :!° 

1. Primary tuberculosis infection de- 
pends upon contact, a factor no different in 
diabetics and nondiabetics. However, the 
lack of resistance to infection among dia- 
betics permits a higher incidence of active 
tuberculous disease. The sequence of events 
is usually that the diabetic becomes tuber- 
culous, rather than vice versa. In Root’s 
series, 85 per cent were known to have dia- 
betes prior to their tuberculous infection. 
Hinsworth'’ noted this order in 26 of his 29 
cases (88 per cent), and Mark' in 72 per 
cent of his cases. 

The predisposition of diabetics to develop 
tuberculosis has been shown experimentally 
by Steinback et al." '* Dogs usually very 
resistant to tuberculosis, were rendered dia- 
betic by pancreatectomy; they were then 
tar less resistant to known doses of tubercle 
bacilli. Rats, on being rendered hypergly- 
cemic, developed more extensive tubercu- 
losis than previously, with lesions more con- 
glomerate and widespread and with more 
acid fast bacilli by count. 

2. Childhood and adolescence are predis- 
posing factors. In Root’s cases*, tubercu- 
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losis Was 12 times as frequent among dia- 
betic as in nondiabetic children (age 0 to 15 
vears) and 16 times as frequent among 
adolescent diabetics (15 to 19 years). 

3. Coma is also predisposing to this co- 
Root’ observed the development 
of tuberculosis within five years in 20 per 
cent of his diabetic patients who had devel- 
oped diabetic coma. He estimated the de- 
velopment of phthisis eventually in 50 per 
cent of all patients who developed acidosis. 
It is noteworthy that diabetic coma does not 
signify severe diabetes, but rather an ab- 
sence of control. Lack of diabetic control 
increases the chances for the development 
of tuberculosis, whereas adequate control 
ciminishes the risk. The incidence of tu- 
berculosis among well controlled diabetics 
is much lower than among uncontrolled dia- 
betic groups. Himsworth'’ contrasted his 
findings of only 0.7 per cent tuberculosis 
among well treated diabetics (an incidence 
no higher than that of the indigenous non- 
diabetic population) with a rate of 6.5 per 
cent in his untreated cases (that is, those 
x-rayed on their first visit to him). Ba- 
rach* found only 4 cases of tuberculosis in 
1,000 private cases of diabetes. Treated 
diabetes is, therefore, no predisposition to 


incidence. 


the development of tuberculosis. 

!. Tuberculosis is more frequent in se- 
vere diabetics than in mild or moderate 
cases. Mark et al' found 23 per cent of 
their cases to be among severe diabetics 
(that is, requiring over 40 units of insulin 
daily). This is actually a reiteration of the 
principle given in the preceding paragraph 
since patients with severe diabetes go un- 
controlled more frequently than do mild 
Cases. 

PIYSIOLOGIC LASTS FOR ASSOUTATION 

Panyai and Cadden'’ have compared the 
various reasons proposed for the vulnera- 
bility of patients with uncontrolled diabetes 
to tuberculosis: Joslin'® has stated that 
high tissue sugar conduces to poor tissue 
repair and resistance to infection and pre- 
disposes to degenerative phenomena. How- 
ever, Banyai and Cadden® insisted the pre- 
cise opposite: that an elevated blood sugar 
without glycosuria is not only harmless but 


even beneficial, promotes utilization of 
sugar, does not cause degenerative tissue 
changes or predispose to infection. Pills- 
bury and Kulchar’ found no worsening of 
skin infections in rabbits with elevated 
blood sugar, but rather an improvement, 
except with “extreme” hyperglycemia. Kee- 
ton*' has proposed that the basic defect is 
local tissue acidosis with disturbed electro- 
lyte balance which interferes with water 
transport. Smithburne* has supported this 
theory by his demonstration that the viru- 
lence of acid fast bacilli is increased by 
increasing the acidity of culture media. 
Moen and Reimann" believe that lowered 
immunologic response increased suspecti- 
bility to infection in diabetes, since they 
have noted a lowered opsonic index, de- 
creased production of antibodies, and di- 
minished bacteriostatic property of blood 
in uncontrolled as compared with controlled 
cases. Long’! believed that disturbed fat 
metabolism in diabetics increased the avail- 
ability of glycerine in the body, one of the 
best nutrients of acid fast bacilli. In sup- 
port of this theory, Root® found the re- 
ticuloendothelial cells of diabetics loaded 
with fat which he thought diminished their 
efficiency. sanyai and Cadden*'® have 
strongly insisted that a deficiency of vita- 
min A in diabetics, by causing a keratiniza- 
tion of the respiratory mucosa, lowers its 
resistance to tubercle bacilli. They point 
to several other workers’ findings that dia- 
betics frequently show hypo-A-vitaminosis. 
A Japanese worker, Fukugita’’ has sug- 
gested that diabetes is not due to a defi- 
ciency of insulin alone, but also to the effect 
of an unknown inhibitor of tissue respira- 
tion. Both diabetes and tuberculosis sera 
contain, he states, a substance which inter- 
feres with or inhibits tissue respiration. 
Therefore, in the presence of both diseases, 
he considers the prognosis very unfavor- 
able. 
TREATMEN'I 

The best treatment advantage in either 
disease is early diagnosis. The symptoms 
of both diseases may be either absent or 
quite protean, at times with marked simi- 
larity between the two, so that in all cases 
of one of the diseases, the other should be 
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excluded. Loss of weight is an especially 


significant point in both conditions. Each 
disease may be handled satisfactorily as 
though by itself alone. Adequacy of nutri- 
tion is essential for satisfactory progress in 
both Melvin 


recommend a diet of 35 to 40 calories per 


diseases. and Engelhardt'* 


kg. per day. In the Jefferson Davis Hos- 
pital Diabetic Clinic we have 5 basic diets, 
offering varying caloric values, depending 
upon the activity and previous nutritional 


state of the patient, each with adequate 
protein intake to maintain a positive bal- 
ance and sufficient fat to permit palatabil- 


With 


glycosuria can 


intake, 


of 


ity. standardized caloric 


be reduced by one the 
slow-acting insulins to a reliably minimal 
amount. 


Tuberculosis should be treated without 
any special modification because of the coin- 
cident Adequate caloric 
to excellent nutritional 
already been considered. The 
to pneumothorax, 
and streptomycin 


been well demonstrated. 


intake 
state 
satisfactory 


diabetes. 


assure nas 


response of diabetics 


chest surgery", has 
The prognosis of 
diabetic tuberculosis patients is essentially 
that of the tuberculosis itself." 
SUMMARY 

1. In this series of 205 diabetic clinic 
cases, 7 (3.4 per cent) had pulmonary tu- 
berculosis. Among 2366 admissions to a 
hospital, 15 


found (0.63 per cent). 


tuberculosis diabetics were 


9 


2. Diabetics are predisposed to the de- 
velopment of tuberculosis only if the former 
uncontrolled. is 


especially likely in young diabetics who be- 


disease is Such a status 


and in 
not well 


come acidotic or even comatose, 


older, diabetics who 


regulated. 


severe are 


> 


3. Since the prognosis of the tubercu- 
ious diabetic is actually that of the tubercu- 
losis itself, early diagnosis and adequate 
treatment of this disease are most essential. 
The clinical signs and symptoms of the dis- 
ease are patently deceptive; therefore an- 
nual chest x-rays are desirable on all dia- 
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betics and especially in those more yil- 


nerable groups 


1. Mark, M. F 


ellitus and tuberet 


= Root, HI. F. 
freatment 
DBanyvai, A. I 

Am. Re Pubel 


4 Warret s 


of Dinbete 


noted above. 
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MATERNAL MORTALITY AT 
SOUTHERN BAPTIST HOSPITAL 
4 TWENTY-FIVE YEAR SURVEY 
SIMON V. WARD, M. D. 
THOMAS BENTON SELLERS, M. D. 
T. STACY LLOYD. M.D. 

NEW ORLEANS 


Because of advances in obstetrical knowl- 


elye, improvements in obstetrical tech- 
nique, and the development of chemothera- 
peutic and antibiotic drugs, childbearing 


has become a progressively safer undertak- 
ine during the past twenty-five years. With 
a view to lowering even further the mor- 
tality rate at our hospital, the Southern 
Baptist Hospital at New Orleans, Louisiana, 
we have reviewed all the maternal deaths 
which have this institution 
1926, through 


occurred in 
from its opening in April 
April 1951. 

The twenty-five year span of this study 
covers three important periods in the ad- 
vancement of medical science. The first 
period, 1926 to 1934, was prior to the ad- 
vent of the sulfonamide drugs. In the second 
period, 1935 to 1944, both the sulfonamides 
and plasma were readily available and in 
widespread use. From 1945 to the present 
time, chemotherapy and the use of plasma 
have been supplemented, and in some in- 
stances, replaced by antibiotic therapy and 
the use of whole blood. In addition, spe- 
cialized obstetrical advances and improve- 
ments in maintenance of normal fluid bal- 
ance have contributed largely to the steady 
decrease in maternal mortality throughout 
the entire twenty-five vear period. 

The Southern Baptist Hospital is a gen- 
eral hospital for white patients only, its 
Department of Obstetrics consisting of 11 
labor rooms, 3 delivery rooms and 59 post- 
partal beds. At present these facilities are 
used by 27 obstetrical specialists and 31 
general practitioners. 

During the twenty-five year period cov- 
ered by this report, there were 32,582 de- 
liveries in the hospital, with 46 maternal 
deaths, an incidence of 1.41 per 1000. By 


Presented at Meeting of the New Orleans Gyne- 
cological & Obstetrical Society, October 16, 1951. 
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the term “delivery” we mean the birth of a 
child after at least twenty weeks’ gestation. 
Of course, we have included in our data the 
cases of maternal death in which the pa- 
tients were over twenty weeks pregnant but 
died undelivered. Cases of ectopic preg- 
nancy, early abortion, and hyperemesis 
gravidarum in early months have been ex- 
cluded, as have been cases admitted to the 
hospital following delivery elsewhere. 

Most of the patients delivered in this hos- 
pital receive excellent prenatal care from 
their attending physicians, but occasion- 
ally a patient not previously seen by a staff 
member is admitted after complications 
As there is no clinic connected 
with the obstetrical service of this hospital, 
only about 2 per cent of the deliveries are 
performed by the resident staff; all of these 
deliveries are performed under the imme- 
diate supervision of the obstetrical staff. 
There were no “house cases’ among the 
deaths in this series. 


have arisen. 


Consultation was ob- 
tained in the majority of deaths, but no at- 
tempt has been made for this report to de- 
termine preventability of death in 
vidual cases. 

Of the 46 infants in these cases 
were no twins), 


indi- 


(there 

were 
not delivered, 1 was a previable premature, 
and, except for 1 case of Erb’s palsy, the 
remaining 26 survived and 
when discharged. 


17 were stillborn, 3 


were normal 


rABLE 1 
MORPALUPY SOUTILERN 
HOSPITAL 


MATERNAL BAPTIST 


Poral Porat 


Per TOD Del ERTIES 


DEATHS /1LO00 


DeATIES DELIVERIES 
1926-1934 3.063 20 6.5 
1935-1944 11,892 21 By 
1945-1951 17,627 5 0.28 
Total 32,082 46 1.41 


CERTAIN VARIABLE 
FLUENCING 


FACTORS POSSIBLY IN- 
INCIDENCE OF MORTALITY 
Age. In the group under study the aver- 
age age of patients dying in childbirth was 
31 years, the extremes being 20 and 45 
years. Thirteen deaths, or 28 per cent, oc- 
curred in patients who were 35 or over. No 
maternal patient under 20 years of age 
failed to survive. Thus, our findings in 
this respect are in agreement in part with 
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the recent report of Marchetti and Menaker 
to the effect that certain complications of 
pregnancy (notably, toxemia) though more 
common are less serious in the younger in- 
dividual. 

Parity. As would be expected, death oc- 
curs most often at the termination of the 
first pregnancy. In the 46 cases reported 
here, 24 were para 0, 8 were para 1, 5 were 
para 2, 
1; os 


2 were para 3, and 1 each para 5, 
and 9. In 3 cases no data regarding 
parity were available. Of the 24 nulliparas, 
5 were 35 years old or older. 

Anesthesia. Ethylene is the obstetric 
anesthetic of Southern Baptist 
Hospital. When deeper anesthesia is need- 
ed, it is supplemented with cyclopropane, 
and occasionally, with ether. In the past 
five years, saddle block has been used in 


choice at 


about 10 per cent of the vaginal deliveries. 
In cesarean sections, ether was the choice 
in the first period, cyclopropane in the 
second, and spinal anesthesia in the third. 
There were no deaths due to anesthetic acci- 
dent, nor anesthesia considered the 
primary cause of death in any case. Anes- 
thesia was, however, very probably a con- 
tributing factor in the death of several pa- 
tients (see especially case 1 below). In ad- 
dition, there were no instances of fatal as- 
piration under anesthesia. We believe these 
excellent results are due to the following 
factors: 


was 


1. High standards in the technique of 
anesthesia (most of the anesthetists 
doctors). 


are 


2. Constant awareness of the possibil- 
ity of aspiration of vomitus by the patient 
who eats a hearty, strengthening meal as 
she prepares to leave for the hospital. 

3. Almost exclusive use of ethylene, one 
of the safest anesthetic gases in a humid 
climate such as this one, when rigid safe- 
guards are used against explosion. 

The following case illustrates some of the 
problems which confront the obstetrical 
anesthesiologists : 

CASE REPORT 

Case No. 1. A 24 year old nullipara with an ex- 
pected confinement date of February 24, 1941, was 
admitted March 5, 1941, with pain in the epigas- 
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The 


There were crepitant rales at the bas: 


trium and right shoulder. 


99.4 °. 


temperature 


the right lung, with flatness on percussion, d 


x-ray findings of “extensive pneumonia invol\ 


the greater part of the right lung.” An ir il 


oral dose of 4 gm. of sulfathiazole was given, 


lowed by 1 gm. every four hours. 
Labor began early in the morning of Mari 
1941, and continued with moderate contract 


throughout the Although the 


, the patient 


day. temperat 


did not rise above 100 became 
gressively more dyspneic, produced bloody m 
purulent sputum, and developed symptoms of « 


solidation in the opposite lung. Digitalization had 


been undertaken and light sedation was acc 


plished with morphine and scopolamine. Beca 
of cyanosis and rapid respiration (36 per minute), 
the patient was kept in an oxygen tent throug! 
the day. Eighteen hours after commencement 
labor, the cervix was fully dilated. Following 
travenous injection of 6 cc. of evipal, a spinal anes- 
thetic of 140 mg. of metycaine was given. Mid- 
delivered 
without difficulty, but both patients died duri 
extraction. 


forceps were used and the infant was 


In retrospect, it appears that pudenal 
block would have been the anesthesia of choice 
this case. 

Cesarean section. Of the 46 patients in 
this series, 18 or 35 per cent were delivered 
by cesarean section (11 classical, 6 low, 1 
postmortal classical). During the entire 
twenty-five year period, 1,971 cesarean sec- 
tions were performed, a cesarean rate of 6.0 
per cent with a mortality rate of 0.91 per 
cent. Of the remaining 28 patients, 12 
were delivered by forceps (8 low, 3 mid, | 
high), 5 were delivered by version and ex- 
traction, 8 delivered spontaneously, and 3 
died undelivered. 

Table 2 shows by time periods the indi- 
cations for section and causes of death in 
the 18 cases of cesarean section. The omis- 
sion of the last time period from the table 
is due to the fact that no cesarean deaths 
occurred during these years. 

Four of this group of cesarean sections 
were performed for placenta praevia; the 
last one having been in 1944. We find the 
proportion of abdominal deliveries for this 
indication has been decreasing during the 
past few years. The decline in the cesarean 
section death rate is illustrated by Table 3 
and Figure 1. 








WARD, SELLERS, LLOYD 





Maternal Mortality 499 


TABLE 2 
MATERNAL CESAREAN DEATHS AT SOUTITERN 


BAPTIST 


\ INDICATIONS FOR SECTION 
9 Eclampsia 
g? Contracted pelvis with trial of labor 


y2s Eclampsia 

Pre-eclampsia, chronic nephritis 
Q: Placenta praevia 

y Placenta praevia 


t 


extraction, partial extraction 


19 Placenta praevia 

19 Not stated 

1939 Eclampsia 

1 Feto-pelvic disproportion 

19 Hypertensive renal toxemia 
194 Previous section 

194 Heart failure 


(postmortal section ) 


1944 Abruptio placenta 


Marginal praevia 


PALA > 
ris FOLLOWING CESAREAN SECTION 


l rAl ’ is 
| = I N 1 \ 
126-1934 98 s 8.2 
1935-1944 752 10 1.5 
1945-1951 1121 0 0 
1971 18 0.91% 


WEIGHTED THREE-YEAR MOVING AVERAGES ofr 
CAESAREAN RATES and CAESAREAN DEATH RATES , 1926-1951 


A Caesarean rate 
%o of total deliveries 


— 





, SSRSESSSUSSSESSE aus | oo ] 
SSS SS SS USS ee totor tpt olnddieal 1 
 ’ SSS aes BSS SS's SSUES 
58\—4 1-4-4 #414 ti} A | 
s9}-1-}_-1 1-1 i | — Se ae } 
jaan eee 4h eee sees 
p~ esas a4 Tri te Caesarean Death rate 
a5 titty tj ae 7o of Caesareans ) 
50 rt t-4-+ 
25 SSCS Saeeee +-+4—+ 
20 } Basses $i} 
15+ Sasi eer SS et 
1.0 i tet 
os +B oan pe as Oe +++ 

ee enethcortfinel i at FS aa 
26 27 2 29 WO Si 52 535 34 36 57 38 39 004) 42 45 4 4 4 4B OS 


YEARS 
Figure 1 
There have been no cesarean deaths at 
this institution in the last seven years. Dur- 
ing this time, 1150 cesarean sections were 
performed. Not the least of the factors to 


92> Elderly primipara, breech, pyelonephritis 


9 Elderly primipara, floating head, flat pelvis 
9 Failed forceps, Diihrssen’s incision, version and 


HOSPITAL 


CAUSE OF DEATH 

Eclampsia 

Hemorrhage 

Pyelonephritis, pneumonia 
Eclampsia and glomerulonephritis 
Post-toxemic collapse 

Hemorrhage and shock 

Postpartal hemorrhage and shock 
Postpartal hemorrhage 

Puerperal sepsis 


Intestinal obstruction, wound de- 
hiscence, peritonitis 

Heart failure 

Peritonitis 

Pneumonia 

Vascular collapse with hyperten- 
sive renal disease 


Paralytic ileus, lobar pneumonia 


Aortic stenosis, interventricular 
septal defect, ventricular fibrilla- 
tion. 


Hemorrhage, pulmonary embolism, 
septicemia with septic thrombo- 
phlebitis 


Pneumonia 


which this may be attributed is the admin- 
istration of blood in sufficient quantities. 
Furthermore, in the last few years obstet- 
ricians have increased the number of indi- 
cations for cesarean section and have per- 
formed the operation earlier, before irre- 
versible complications could develop. Of 
outstanding note is the fact that only 1 elec- 
tive section done because of previous sec- 
tion appears in this group of 46 deaths. 
Death was due to pneumonia and occurred 
before penicillin was generally available. 
There was 1 case of postmortal section (the 
true cesarean 


section in the _ historical 


Pecause of the rarity of such cases, 
the pertinent facts regarding this one are 
summarized. 


sense). 


CASE REPORT 
Case No. The patient was a 32 year old nulli- 
para with aortic stenosis, congenital interventricu- 
lar septal defect, and ventricular fibrillation. She 
had been advised against childbearing, and on be- 
coming pregnant had been urged to submit to 
therapeutic abortion. This was refused. 

The expected date of confinement was January 
5, 1944; on November 20, 1943, the patient was 
admitted to the hospital with signs of congestive 
failure; digitalization was started immediately. On 
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the fourth hospital day the membranes ruptured 
and 


were made for cesarean section under local anes- 


spontaneously labor ensued. Preparations 
thesia, but as the patient was being transferred to 
up, complained of 
shortness of breath, had a convulsive seizure, and 
the heart beat stopped. 
were 


the operating table, she sat 


Artificial respiration and 
administered while an incision 


The heart was massaged through the dia- 


oxygen 
made. 


was 


phragm without response. A normal, live, 6 pound, 


4 ounce, male infant was delivered through the 
uterine incision. 

Since 1945, approximately 80 per cent of 
the cesarean sections have been of the low 
type. Spinal anesthesia was used in about 
85 per cent. When spinal anesthesia is used, 
the anesthetist makes every effort to pre- 
vent the fall in blood pressure which so com- 
monly occurs with this type of anesthesia 
in the patient with a large abdominal mass. 
Blood is used routinely ; in all but toxic cases 
ephedrine in procaine is employed for the 
skin wheal; adrenalin is frequently given 
with the anesthetic agent, and neosyneph- 
rine is administered for any appreciable 
decrease in blood pressure. 

CAUSES OF DEATII 

As improvements in technique and major 
additions to the medical armamentarium 
have resulted in a decrease in incidence of 
maternal death from the three major causes 
—toxemia, hemorrhage and_ infection— 
heart disease has become relatively more 
important as a cause of death in recent 
vears. 

Table 4 shows the number of deaths from 
these four major causes in each period, 
though in our series cardiac disease has not 
shown itself to be numerically significant. 

TABLE 4 
CAUSES OF DEATII 


7 

= Z = 2 = 5 - 
1926-1934 8 4 6 0 2 20 
1935-1944 8 8 2 2 1+ 21 
1945-1951 1 0 2 0 2t 5 
Total 17 12 10 2 5 46 


*Both from shock and exhaustion 
*Pulmonary embolus 
tBoth from acute lymphatic leukemia 
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In most, if not all of these cases, the 
causes of death were multiple; and the «ne 
assigned in each instance was the cause 
which appeared to be the most importint. 
Toxemia was the most frequent cause of 
death, followed, in order, by infection and 
hemorrhage. The larger number of deaths 
from infection in the second period does jot 
actually represent a proportional increase, 
since they represent only 1 per 1487 deliy- 
Deaths from infection in the period 
1926-1934, on the other hand, represent 1 
per 766 deliveries. 

Of the 17 patients whose deaths were due 
to toxemia, 8 were actual convulsive eclamp- 
tics. Seven patients died of post-toxemic 
shock and collapse. In the light of our pres- 
ent knowledge of the disease, we would 
probably reclassify certain of this toxemia 
group, especially those involving kidney 
failure. Only 1 patient died of acute yellow 
atrophy and she has been left in this group 
as she was considered to have had “‘eclamp- 
sia without convulsions”. Only 1 patient 
was known to have died of a cerebral hem- 
orrhage; this followed a postpartal convul- 
sion. 


eries. 


Of the 12 cases lost from infection, 6 fol- 
lowed cesarean section. The deaths of 6 
cases were attributed primarily to pneu- 
monia. The last maternity case dying of 
pneumonia was in 1944. Only 4 cases in the 
twenty-five year period were lost due to 
puerperal sepsis or pelvic thrombophlebitis. 

RECOMMENDATIONS 

Analysis of the various factors involved 
in the 46 cases of maternal mortality re- 
ported here leads to the following recom- 
mendations, which, if adopted, may lead to 
a still further reduction in the maternal 
death rate. 

1. Facilities for immediate cesarean sec- 
tion should be available in the delivery unit. 
Delivery room personnel are cognizant of 
the occasional need for immediate section; 
the transfer of the patient from one floor 
to another is time-consuming, and only too 
often all the operating rooms are in use. In 
case No. 2 cited above, there was a lapse 
of two hours and forty-five minutes be- 
tween the recorded onset of labor and the 
death of the patient. 





to 


DO 
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For extreme emergencies, type O, Rh- 
negative blood should be kept available on 
the delivery floor for use until properly 
matched blood can be obtained. Even ina 
laboratory we are dealing with human be- 
ings who may not function as rapidly or as 
efficiently at 2 A. M. as at 2 P. M. The ob- 
stetrician should always have in mind the 
possibility of the emergency need for blgod, 
and give the laboratory adequate time ‘for 
the services it usually renders so satisfac- 
torily. In the last fatality in this series, a 
case of ruptured uterus and immediate post- 
partal hemorrhage, there was a forty-five 
minute delay between the order for blood 
and the starting of the transfusion. Cross- 
matched blood should be in the delivery 
room for every case of polyhydramnios, 
multiparity, poor intrapartal uterine mech- 
anisms, high or mid-forceps, version and 
extraction, toxemia, abruptio placenta, and 
placenta praevia. 

3. There should be continuous vigilance 
in the case of the patient with a full stom- 
ach. As has been noted frequently, during 
labor the emptying time of the stomach is 
prolonged. Pumping the stomach has been 
recommended but is seldom done. Adminis- 
tration of apomorphine is probably more 
practical and more easily accomplished, un- 
pleasant though it be. The use of demerol 
has, in all likelihood, prevented many aspi- 
ration accidents, as its administration to- 
gether with the progress of labor frequently 
provokes vomiting. Regional block anes- 
thesia should be considered seriously if de- 
livery is imminent in a patient with a full 
stomach. 

i. The practice of induction of labor by 
bougie and pack or bag should be discon- 
tinued entirely. Ten of the deaths in this 
series of 46 followed such inductions. 


5. The requirement of mandatory con- 
sultation in cases of proposed primary ce- 
sarean section should be continued. In ad- 
dition, the attending physician should not 
hesitate to consult other members of the 
hospital staff in any other complicated 


Cases, 


6. The Department of Obstetrics and 


Gynecology, a committee thereof, or a re- 

gional or state committee should act as a 

reviewing board for thorough investiga- 

tion of all fatalities and determination of 

the possible preventability of each case with 

respect to hospital, patient, or physician. 
SUMMARY 

The 46 maternal deaths in 32,582 deliv- 
eries at the Southern Baptist Hospital since 
1926 have been reviewed. The maternal 
mortality rate for the entire period was 1.41 
per 1000; it has decreased from 6.5 per 
1000 in the period 1926-1934 to 0.28 per 
1000 in the period 1945-1951. 

The relation of age, parity, and anesthe- 
sia to maternal death is discussed. One 
death from a combination of bilateral lobar 
pneumonia and spinal anesthesia is cited. 
Eighteen of the patients who died had had 
cesarean section; they represent 39.5 per 
cent of the total fatalities. The cesarean 
death rate has declined from 8.2 per cent 
in 1926-1934 to 0 per cent in 1945-1951. No 
deaths following cesarean section have oc- 
curred in the last 1,150 such operations. 

A table showing distribution of the cases 
among the major causes of maternal death 
(toxemia, infection, hemorrhage and heart 
disease) is presented. Recommendations 
are made in the light of this study regard- 
ing the department’s activities which might 
tend to further lower the maternal mor- 
tality rate. 
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THE PRESENT STATUS OF THE MEDI- 
CAL TREATMENT OF EPILEPSY 


DAVID A. FREEDMAN, M. D. 
H. WILLIAM GILLEN, M. D. 
NEW ORLEANS 
I 

The recognition that epilepsy is a treat- 
able disease is a very recent event in medi- 
cine. One hundred years ago the consen- 
sus of opinion, both lay and medical, held 
that seizures were either visitations from 
God or from the devil. Treatment corre- 
sponded, of course, to these conceptions and 
epileptics were alternately honored as holy 
men and exorcised as possessed. The few 
physicians who considered seizures to be 
due to bodily iJlness had only the vaguest 
empirical approaches to offer in therapy. 
A list of medications which runs the gamut 
from oil of vitriol to mistletoe, and includes 
such items as turpentine, indigo, and gold 
is sufficient indication of the state of af- 
fairs in the not too distant past.' 

The first step toward effective therapy 
was reported on May 11, 1857, when Sir 
Charles Lacock mentioned the use of potas- 
sium bromide in the treatment of seizures 
associated with menses in hysterical wom- 
en. How Lacock came to use bromides is 
in itself an interesting illustration of the 
status of therapy at that period. He had 
noted a report in the German literature 
that potassium bromide produces impo- 
tence. Since major etiologic factors in the 
production of seizures were considered to be 
sexual excess and masturbation, Lacock 
reasoned that an anaphrodisiac would be ef- 
fective in controlling epilepsy. He used the 
drug only in the treatment of hysterics 
where the relation of sexual irregularities 
to seizures was considered to be particularly 
clear. In 1859 Wilks demonstrated that 
bromides are generally effective in con- 
trolling seizures." 

II 
No further advance in the problem of 





*From the Department of Psychiatry and Neu- 
rology, and the Hutchinson Memorial Epilepsy 
Clinic, Tulane University School of Medicine, New 
Orleans. 
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treatment was made until 1912 when 
Hauptmann* introduced phenobarbital. a 
drug which proved to be both more effica- 
cious and less toxic than bromides. 

In the meantime, however, clinical ob- 
servation had resulted in considerable clari- 
fication of the nature of epilepsy and the 
differentiation of several clinical pictures 
having in common only the occurrence of 
episodes of altered behavior. The relation 
of such episodes to alterations in the func- 
tion of the brain was demonstrated and it 
was further shown that the characteristics 
of any given type of seizure could some- 
times be related to some associated path- 
ology in a specific site within the brain. It 
was also demonstrated that the nature of a 
convulsive episode bears no relation to its 
etiologic causes; for example, an inflamma- 
tion, a tumor, or a scar, all will yield the 
same convulsive pattern if they involve the 
same area of the brain. Finally, it was ob- 
served that seizures not infrequently occur 
in the absence of all gross or microscopic 
evidence of cellular brain pathology and 
represent a disorder of the function, rather 
than of the structure of the brain. To this 
extremely large group of patients the desig- 
nation “idiopathic epilepsy” was given. 

In general three types of convulsive pat- 
tern were differentiated. These are: 

1. Grand mal epilepsy, the classical form 
of attack. These seizures usually begin 
with an aura—a sensory experience such 
as a flashing light, a bizarre taste, a pecu- 
liar odor, a feeling of dizziness, or a sensa- 
tion in the stomach. This is followed by 
loss of consciousness and marked bodily 
rigidity, and this in turn by violent clonic 
movements, which are frequently accompa- 
nied by tongue biting and loss of sphincter 
control. Following such attacks the patient 
usually sleeps heavily for a considerable 
period of time. Not infrequently, aborted 
forms of grand mal epilepsy occur. Only 
the aura may occur, or the patient may ex- 
perience only motor phenomena, and these 
are localized to only a portion of the body. 

2. Petit mal seizures are temporary 
lapses of consciousness, lasting but a few 
seconds. These usually occur in children, 





ew 
en, 
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and most often, either disappear at puberty 
or become associated with grand mal epi- 
lepsy. A child suffering from this condi- 
tion may have several hundred such spells 
in the course of a day. Episodic myoclonic 
jerks, especially of the arms, head nodding 
attacks, or sudden transitory episodes of 
loss of muscle tone may occur as part of 
petit mal. 


3. Psychomotor seizures are lapses of 
consciousness or dreamy states lasting any- 
where from a few minutes to several hours, 
and display behavior characterized by rep- 
etitive movements and activities which 
often seem volitional but are actually un- 
conscious. In the course of such attacks in- 
dividuals may unwittingly commit acts of 
violence. 

The introduction, in 1929, of the elec- 
troencephalograph aided considerably in 
the differentiation and understanding of 
the various types of seizures outlined 
above, as well as in the demonstration that 
certain types of chronic behavior disorder 
in children are accompanied by changes in 
the brain function not unlike those occur- 
ring in epilepsy. Treatment of such cases 
with anticonvulsant drugs has often yielded 
gratifying results. 

An important result of electroencephalo- 
graphic investigation has been the demon- 
stration of highly specific brain wave pat- 
terns for petit mal epilepsy. As will be 
indicated below, petit mal is treated with 
quite different drugs from those which are 
effective in grand mal and psychomotor 
epilepsy. 

While the brain wave patterns in psycho- 
motor and grand mal epilepsy are not so 
clearly distinguishable from one another as 
they are from petit mal, there are distin- 
guishing features, and also some evidence 
of selectivity in the response, especially of 
psychomotor epilepsy, to drugs. Gibbs et 
al,‘ in 1949, demonstrated the frequent oc- 
currence of anterior temporal lobe abnor- 
malities in psychomotor epilepsy. Recently, 
Toman’ suggested that an irritating focus 
yielding a slow spread of abnormal activity 
to other regions of the brain might be the 


essential physiological characteristic of this 
form of epilepsy. 


III 

During the twenty-five year period fol- 
lowing Hauptmann’s introduction of pheno- 
barbital, little advance was made in the 
treatment of epilepsy. The fact that ner- 
vous tissue is more irritable in an alkaline 
than in an acid environment led to the in- 
troduction of the ketogenic diet in 1921; 
and the observation that fluid retention 
yields seizures, to the dehydration regime 
in 1928.° These modes of therapy have dis- 
appeared with the availability of more ef- 
fective drug treatment in recent years. They 
required rigorous regimes, often harder to 
sustain than the seizures themselves. To- 
day, we occasionally use dehydration of a 
mild form in the management of seizures 
occurring in association with the fluid re- 
tention of the premenstrual period or preg- 
nancy. Beyond this there is little indication 
for this form of therapy in routine practice. 

In 1937, Merritt and Putnam® reported 
testing some 700 compounds for their anti- 
convulsant properties. They made these 
studies with the aid of a device which en- 
abled them to give measured electric shocks 
to cats. Of the 700, some 70 were able 
to protect the cats sufficiently to warrant 
further study. Of these 70, the great ma- 
jority had to be rejected because of toxicity 
or unpalatability. Only one compound, 
diphenylhydantoin sodium (dilantin  so- 
dium) was given extensive clinical trial. 
This was the case largely because the re- 
sults with dilantin were so rewarding that 
other drugs were given only to individuals 
who did not respond to, or had toxic reac- 
tions to dilantin. The latter, which in- 
cludes ataxia, nystagmus, skin, rashes and 
gastric distress, seems to have been much 
more common in the past than at the pres- 
ent time. The efficacy of dilantin is largely 
limited to grand mal seizures. In adequate 
dosage (0.3 to 0.6 gram per day), it will 
control completely, or markedly reduce, the 
incidence of seizures in 60 to 80 per cent 
of patients newly introduced to therapy. 
There is some tendency to habituation to 
this drug and it may have to be given in in- 
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creasing amounts over the years. The ad- 
dition of another anticonvulsant such as 
phenobarbital in full dosage (0.1 to 0.3 
gram per day) will considerably improve 
the efficacy of dilantin. 

Recognition of the value of dilantin in- 
tensified the study of the anticonvulsant 
properties of related compounds. Toman 
and Goodman’ have recently reviewed the 
work of the past twelve vears. They have 
shown that all the currently useful anti- 
convulsant agents can be regarded as de- 
rivatives of a common chemical nucleus. 
As the accompanying figure from their 
work indicates, these drugs fall into three 
groups: the barbiturates, the hydantoins, 
and the oxazolidine-2, The table 
included in Figure 1 lists the significant 
members of these well as the 
forms of epilepsy in which they are effec- 
tive. 


1-diones. 


groups as 


Ficurz 1. — Relation of Chemical Structure of Climically Available Antiepilepius (e 
Thew Therapeutic Action 
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2. Hydantorm 
Diphenylthydantoin C,H, C,H, H Grand mal; PsM 
Mesantoin C,H, C,H, CH, Grand mal; PsM. 
s,5-phenyl thienyl hydantoin C,H, CHS H Grand mal 
3. Oxazolidine-2,4-dione 
Trimethadiore CH, CH, CH, Petit mal 
Paradione C,H, CH, CH, Petit mal 
Epidon C,H, C,H, H Grand mal 
Phenurone (*) C,H, H H Grand mal 
Petit mal; PsM. 
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It is quite difficult, both from one’s own 
experience and the data in the literature, 
to evaluate the relative efficacy of these 
various compounds. The tendency to use 
well established drugs of low toxicity first 
and to reserve the relatively new drugs for 
cases which do not respond to the estab- 
lished agents prejudices the results of any 
general clinical experience in favor of one 
or another preferred drug. This is well il- 
lustrated in our experience at the Tulane 
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Neurology Clinic in Charity Hospital and 
the Tulane Epilepsy Clinic. In our serics, 
we have found that phenobarbital alone w)|! 
control completely, or reduce by at least 50 
per cent, the seizures in 86 per cent of ja- 
tients subjected to this regime. Dilantin 
alone is similarly effective in 71 per cent 
of patients. The combination of phenobar- 
bital and dilantin, however, is effective, ac- 
cording to our criteria, in only 59 per cent 
of cases. The obvious implication is that 
we supplement either dilantin or phenobar- 
bital only in cases in which we find either 


drug alone to be ineffective, that is, the 
more difficult cases. 
IV 
In view of this consideration it would 


obviously be misleading for one to attempt 
to rank the various anticonvulsants in the 
order of their efficacy. It may, however, 
be worthwhile to make a few comments on 
the groups of drugs shown by Toman and 
Goodman, and on some of the various mem- 
bers of each group. 
It must first 
be emphasized that the mere fact that a 
drug is a derivative of the nucleus shown 
in Figure 1 does not make it a good anti- 
convulsant. This is especially strikingly 
demonstrated in the case of barbiturates. 
Quick acting drugs of this group are fre- 
quently used in electroencephalographic 
work to induce seizures patterns. The con- 
fusion of sedatives and anticonvulsant is 
extremely common. The induction of sleep 
is not the proper technic for stopping a 
seizure. Indeed, many individuals have 
seizures only when they sleep. A frequent 
error in emergency practice is to attempt 
to interrupt status epilepticus (the occur- 
rence of repetitive seizures) with sodium 
amytal. This drug is a poor anticonvulsant. 
The clinically proven anticonvulsants in 
this group are phenobarbital and mebaral. 
These drugs have the virtue of being rela- 
tively nontoxic agents with excellent anti- 
convulsant properties. Their major disad- 
vantage lies in their sedative properties to 
which, however, most patients soon become 
habituated. These drugs are effective par- 
ticularly in grand mal epilepsy. We would, 


Barbituric acid derivatives. 
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however, disagree with Toman and Good- 
man in that we feel them also to be of value 
in psychomotor seizures. A recent barbitu- 
rate, not yet released for general use, is 
geminal. We have no first hand experience 
with this drug. 

Hydantoin derivatives. There is little to 
be said about these drugs as a group. Di- 
lantin has already been discussed above. 
Mesantoin, which stands in the same chem- 


ical relation to the hydantoin nucleus as 


mebaral does to the barbital nucleus, is*a’ 


drug of excellent anticonvulsant properties. 
It has value in psychomotor as well as grand 
mal epilepsy. It is said to be less toxic in 
general than dilantin. In our experience, 
however, this has not been the case. In ad- 
dition, it has several times been implicated 
in the occurrence of both agranulocytosis 
and aplastic anemia. In a few instances 
this has resulted in fatality. Carefully used, 
however, it is a valuable addition to the an- 
ticonvulsant armamentarium. We have had 
no personal experience with thiantoin (5, 5- 
phenylthienylhydantoin). It is reported, 
however, to be a safer drug than mesantoin, 
but also of considerably less anticonvul- 
sant value. Nuvarone is as yet an experi- 
mental hydantoin. It is reported to be of 
value comparable to that of other members 
of this group. 


Phenurone can be regarded as a deriva- 
tive of hydantoin in which the ring has 
been opened at the 1,5 position. This drug 
is reported to be of value in all forms of 
epilepsy. It has, however, the disadvantage 
of quite common toxic manifestations. Most 
serious are aplastic anemia, psychic dis- 
turbances and hepatitis with fatalities. The 
psychic disturbances occur in approximate- 
ly 20 per cent of patients and have occa- 
sionally led to suicide. 

Recently,” there has been reported a fur- 
ther aliphatic derivative of the hydan- 
toin nucleus, alpha - phenyl - butynyl - urea 


HO O 
(C.H;-C-C-N-C-NH.). While this drug was 
CoH; 


effective in the control of seizures in a small 


group of institutionalized epileptics, the 
toxic effects were such as to preclude its 
continued use. 

Oxazolidine-2, 4-dione. Of particular in- 
terest in this group are tridione and para- 
dione. These drugs have given new hope 
to sufferers with petit mal epilepsy for 
whom they, at present, are the most effec- 
tive available agents. Prior to their intro- 
duction in 1946, petit mal could rarely be 
ameliorated by such agents as caffeine and 
amphetamine. Effective control of seizures 
was nearly unheard of. With these agents, 
effective therapy can be carried out in a 
high percentage of cases. 

H HH 
) -C-N-C-C-C-C), is a re- 

HHOHH 
cently prepared drug of particular interest 
both because it represents a departure from 
the basic structure outlined in Figure 1, and 
because it has been observed to exert its 
maximal anticonvulsant effect in animals 
when given in the restricted dosage of 25- 
35 mg. per kilo of body weight. This drug 
has been studied at the Tulane Epilepsy 
Clinic."”. Of remarkably low toxicity, we 
have given patients as much as 15 grams 
per day over a two week period with no un- 
toward effects. The anticonvulsant proper- 
ties of the drug have not seemed to us to be 
of the same order as those of the agents 
noted above, whether it is given in maximal 
doses or doses calculated on the basis of 50 
mg. per kilo of body weight. 

V 

Certain other aspects of the medical man- 
agement of epilepsy present recurring prob- 
iems to the physicians dealing with this 
syndrome. Patients suffering from this 
condition are the objects of much ignorant 
prejudice and discrimination. They are 
marked out by their fellowmen, treated with 
little consideration, and not uncommonly, 
with out and out brutality. Suffering as 
they do with a disorder of brain function, 
such treatment which obviously is_ per- 
ceived, remembered, and thought about in 
the brain, inevitably aggravate their tend- 
ency to seizures and increases the frequency 
of attacks. Psychiatric help thus becomes 


Hibicon ( ( 
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a necessary part of the treatment of epi- 
lepsy. 

Among the sedatives which have been 
found to aggravate epilepsy, none is more 
effective than alcohol. Thus, it becomes 
the problem of the physician to persuade 
his patient to give up this form of pleasant 
escape from his problem. 

Beyond this, the patient with epilepsy is 
dogged by concern about his ability to work 
and his fear that to marry and raise a fam- 
ily is to perpetuate his curse. Concerning 
the former problem, we advise the patient 
to seek employment in relatively safe places, 
away from moving machinery, and unpro- 
tected heights. Concerning the latter, we 
point out that while it is true that epilepsy 
is more frequent in children of epileptics 
(1 in 40) than in the general population 
(1 in 200), many extremely useful and out- 
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standing people have suffered with seizures. 
Epilepsy is neither a hopeless nor an iin- 
treatable disease. 
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IMPORTED MALARIA 

In our community, where fifty years ago 
every febrile illness was suspected of being 
connected with malaria, it now becomes 
necessary to draw the attention of the pro- 
fession to another malarial problem. 

In the year 1950, it is stated on good 
authority, there were less than 20 proven 
indigenous cases of malaria recorded for 
the entire country. On the other hand, in 
this state and elsewhere in the country, 
young adult Americans, who have seen 
service in Korea and have been subsequent- 
ly discharged from the army, are present- 
ing themselves to physicians with signs of 
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some acute febrile illness. The patients 
complain of generalized aching, and of feel- 
ing hot. The next day, there may be head- 
ache and anorexia. On subsequent days, 
there may be nausea, vomiting, and a chill, 
followed by temporary improvement. After 
the first week, there may be a high fever 
with a prolonged chill. Patients with such 
a history are apt to be suffering with Ko- 
rean vivax malaria. This particular variety 
of malaria, similar to that occurring in 
Holland, may have an incubation period of 
many months. For the first two years 
after a veteran has returned from Korea, 
the fact of his having been there should be 
sufficient to arouse a suspicion of malaria 
with any fever. As is usual in this disease 
we may expect a considerable number of 
cases during the summer months. 

The limited supplies of quinine, on the 
one hand, and the widespread exposure of 
many in the armed forces to malaria of the 
various varieties in many parts of the globe 
have contributed to an increased knowledge 
of this disease, and to conceptions and 
treatments now which were not thought of 
fifteen years ago. Increased knowledge of 
the behavior of the malaria parasites causes 
the condition to be regarded as two entities: 
one caused by the falciparum (estivo-au- 
tumnal) parasite, and the other by the 
vivax or quartan infection. The entrance 
of the falciparum parasite into the red cell 
causes it to be sticky and to adhere to the 
walls of the vascular system; so that its 
further growth and division occur outside 
of the peripheral circulation. The symp- 
toms of the disease then develop in protean 
fashion, depending in part on the organ or 
groups of organs affected by the developing 
parasites. 

The treatment of malaria is different 
now to what it was on Pearl Harbor Day. 
Several drugs have come into general ac- 
ceptance. The best drugs are those in which 
complete treatment is achieved in the short- 
est time. Whether due to falciparum, vi- 
vax, or quartan, upon the administration 
of camoquin, chloroquine (aralen), or quin- 
acrine (atabrine), the blood will rapidly 
become parasite-free and the patient asymp- 
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tomatic. The duration of treatment with 
these three drugs is one, three, and seven 
days, in the order named. Camoquin is ad- 
ministered as tablets, 0.2 gram, three tab- 
lets the first day, and this is adequate. 
Chloroquine is given as 0.25 gram tablet, 
four tablets on diagnosis, two in six hours, 
and two a day for two days. Quinacrine 
is given as a 0.1 gram tablet, three times 
a day for ten days. The falciparum infec- 
tion should be cured and relapses, if they are 
to occur, will be at maximum intervals. In 
vivax of the Korean and other types, A. J. 
Walker advises that one or 
treated with 
drugs, since only a very small percentage 
have more than two relapses. The patient, 


two recrudes- 


cences be a short course of 


Organization Section 


however, should be told of the possibilit 
future relapses. 


of 
Should they occur, still 
At the present 
is not readily available. 


other drugs are available. 
time, camoquin 
Chloroquine and quinacrine are easily ob- 
tained. 

It is also observed that such malaria as 
may be imported is coming into what is now 
a nonimmune population. Its manifesta- 
tions may be more protean than in the past. 
But it is fortunate that the physician has 
improved facilities for treating it. 

The time has again come, therefore, for 
a certain segment of our population that a 
febrile illness must cause a suspicion of 
malaria. 
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ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


1952 ANNUAL MEETING 
ABSTRACTED MINUTES 


House of Delegates 


ROLL CALL 
Ninety delegates, 17 officers and 12 past presi- 
dents present. 
MINUTES 
1951 meeting of House 
gates approved as recorded. 
Minutes of of Executive 


since 1951 meeting of House of Delegates approved 


Minutes of the of Dele- 


meetings Committe 


as recorded. 

SPECIAL ORDER 

of Dr. 
Wm. H. Roeling, New Orleans, Chairman; Drs. T. 
B. Tooke, Jr., Shreveport, and J. A. White, Alexan- 
dria. President's Report:—Dr. Val H. Fuchs, New 
Drs. W. M. Boles, New Or- 
leans and D. T. Milam, Monroe. Resolutions: Dr. 
Moss M. Bannerman, Chairman; 
Drs. Theo F. Kirn, New Orleans, and J. E. Knight- 
on, Shreveport. 

Address by Mr. Aubrey D. Gates, Field Director 
of the AMA Council on Rural Health on the sub- 
ject HEALTH IS EVERYBODY’S BUSINESS. 

Roll of died 1951 
read. 


Appoint me nt committees: Credentials: 


Orleans, Chairman; 


Baton Rouge, 


members who since meeting 


Approval of telegram to be sent to Dr. P. T. 
Talbot, Secretary-Treasurer Emeritus in re inabil- 
ity to be present. 
committee 


Appointment of to select physicians 


and laymen for recommendation to serve on Board 
of LPS. 

Discussion by Dr. Roy B. Harrison in re activity 
of State Board of Medical Examiners in re practice 
of chiropractors. 

Talk by Dr. E. M. Toler in re expected activity 
in next session of Louisiana Legislature. 

COMMUNICATIONS 

Telegram from Dr. P. T. Talbot expressing best 
wishes for a suecessful meeting. ; 

Telegram from Dr. D. A. Hiller, Manager of the 
Ve te raves Hospital in Shire ve port 
extending an invitation to members of the Society 
to visit the hospital. 


Administration 


Telegram from Shreveport District Nurses 
for 


As- 


sociation, extending best wishes a successti 


convention. 

Orleans Parish Medical Society in re collection 
of AMA dues:—Dues to be collected as at present; 
by parish societies, sent to the Louisiana 
Medical Society and forwarded to the AMA by 
the State Society. 


State 


Orleans Parish Medical Society in re resolution 
concerning combining all welfare drives into /sed- 
erated fund.—Resolution approved. 


Shreveport Medical Society in re proposed Act 
to prohibit anyone, other than optometrists to dis- 
pense lenses or spectacles or adjust frames:—Re- 


ferred to Committee on Public Policy and Legisla- 
tion. 
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ACTION TAKEN 


fe 


wopriation of $2,000.00 for establishment of 


Ca Commission. 

Appointment of special committee to confer with 
incoming administration of the state concerning 
problems having to do with state hospitals; par- 
ticular attention being called to the admitting of 
patients and resident and intern problems, request- 
ing adequate representation on the Boards of the 
State Hospitals. 

Collection of AMA dues by parish societies, sent 
to the Louisiana State Medical Society and for- 
warded to the AMA by State Society, approved. 

Proposed Act to prohibit anyone, other than 
optometrists to dispense lenses or spectacles or ad- 
just frames—referred to the Committee on Public 
Policy and Legislation. 

Appointment of committee, composed of intern- 
ists, general surgeons and ear, nose and throat 
specialists, not members of LPS Board, with com- 
plete power to determine controversial claims, pre- 
sented to LPS. 

Recommendation of following doctors and laymen 
to serve on Board of LPS:—Drs. Rhett McMahon, 
Robyn Hardy, N. J. Tessitore, A. V. Friedrichs, 
O. B. Owens, W. L. Bendel, George W. Wright, 
Edwin L. Zander, L. O. Clark, J. W. Faulk, Arthur 


D. Long, Guy R. Jones, H. Ashton Thomas, Charles © 


B. Odom, C. J. Brown, M. C. Wiginton, Charles 
McVea, H. W. Boggs, H. H. Hardy. Laymen: Don 
Ewing, Pat Turner, Frank Lais, Jr., E. H. Curtis, 
sill Clark, N. C. McGowan, Jim Bell, John LaNasa, 
Scott Wilkinson, St. Clair Adams. 

Approval of bill to be introduced in the legisla- 
ture which would abolish five hundred dollar limit 
on compensation cases. 

Adoption of following recommendations concern- 
ing neuropsychiatric service rendered at Charity 
Hospitals: —1. The House of Delegates consider 
this situation and appoint a committee to make a 
detailed investigation and recommend steps to 
correct the conditions that exist and return the 
neuropsychiatric service of Charity Hospital to 
its original purpose; that is an acute psychiatric 
service for the study and temporary care of mental- 
ly ill people in order that their condition may be 
as accurately determined as possible preparatory 
to their transfer to a more chronic hospital if such 
is indicated. 2. A survey of all the psychiatric 
hospitals of the state and recommendations as to 
their coordination with each other made so that 
they will function as a service and not individually. 

Authorization of Secretary-Treasurer to ascer- 
tain personnel of committee to which chiropractic 
bill will be referred and transmit this information 
to members of the Society. 

Council authorized to take appropriate action 
as indicated in the By-Laws, concerning action of 
doctors connected with the Ardoin Sanitarium in 
connection with charges made for handling insur- 


ance cases under the Texas Blue Cross, and Blue 
Shield Plans and the LPS. 
MATTERS DISCUSSED—NO ACTION TAKEN 

Activities of Louisiana Physicians Service, Inc. 
(only action taken in re appointment of committee 
to consider controversial claims and approval of 
doctors and laymen for recommendation as mem- 
bers of LPS Board.) 

Question of investigation of problem of persons 
over 65 years of age in an effort to assist them 
in obtaining employment. 

Investigation by Committee on Hospitals of 
charges made to service men at the Charity Hos- 
pital in Alexandria. 

RESOLUTIONS APPROVED 

Submitted by Orleans Parish Medical Society: 
WHEREAS the National Foundation for Infantile 
Paralysis and other national health and welfare 
foundations have performed a signal public ser- 
vice in combatting poliomyelitis and other dis- 
abling diseases; and WHEREAS the important re- 
search, medical and education programs of the 
National Foundation for Infantile Paralysis and 
other national foundations would be seriously im- 
peded if they were obliged to abandon their sepa- 
rate fund raising appeals and were required to 
join a united fund; NOW THEREFORE BE IT 
RESOLVED that the National Foundation for In- 
fantile Paralysis and other independent national 
health and welfare foundations shall be upheld in 
their resistance to the formation of a national 
united fund and shall maintain their current policy 
of raising funds by appealing for the voluntary 
support of the people of this country. 

Presented by Dr. Edwin H. Lawson: That the 
House of Delegates reaffirm its approval of the 
essentials for an approved Examining Board in a 
Medical Specialty, including the principles that 
applicants for examination must be graduates of 
a medical school approved by the Council on Medi- 
cal Education and Hospitals and must be licensed 
to practice Medicine; AND BE IT FURTHER 
RESOLVED, that the House of Delegates of the 
AMA instruct the Council on Medical Education 
and Hospitals to limit its approval of Specialty 
Boards to those which can comply with these es- 
sentials, in order to safeguard the interests and 
welfare of patients. 

Resolutions concerning change in name of the 
New Orleans Medical and Surgical Journal—to 
The Journal of the Louisiana State Medical So- 
ciety, prepared by the attorney, adopted; details 
to be handled by the Executive Committee. 

AMENDMENTS 

Section 3 of Chapter IX of By-Laws to read: 
The Committee on Congressional Matters shall 
consist of eight members, one from each Congres- 
sional District, appointed by the president for a 
term of one year. The duties of this committee 
shall be to keep in touch with congressional bills 
and legislative matters which pertain to medicine 
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and public health and inform members of the So- 
ciety concerning status of same. 

Section 4 of Chapter 1X of By-Laws to be re- 
worded to conform with resolutions passed con- 
cerning change in name of New Orleans Medical 
and Surgical Journal to The Journal of the Louisi- 
ana State Medical Society. 

Section to be added to Chapter IX of By-Laws 
making the Committee on Child Health a standing 
committee. 

Section 1 of Chapter Ac- 
Medical So- 
ciety who have paid all dues, assessments and other 


X of By-Laws to read: 
tive members of the Louisiana State 
charges assessed or levied by the Louisiana State 
Medical entitled, on conditions 
hereinafter specified, to receive legal advice with 


Society, shall be 


respect to any claim for damages made by a pa- 
tient and growing out of medical or surgical ser- 
vices rendered the patient. In the event suit be 
filed in any Court in the State of Louisiana, sub- 
ject to the same conditions, the member shall be 
entitled to have such suit defended by an attorney- 
at-law in the employ of the Society or otherwise 
selected by the Medical 
Such services of an attorney to be without personal 


Committee on Defense. 
expense to the member. 

Section 4 of Chapter X of By-Laws to read: The 
Society will not undertake the defense of a mem- 
ber in a suit brought to recover damages claimed 
resulted 
member, who is delinquent, or 


to have from services rendered by the 
has not paid the 
annual dues or other assessments prior to the ren- 
dering of such services. 

Deletion of Section 10 of Chapter X of By-Laws 
which reads as follows: The defense promised in 
Chapter X shall apply when the suit is brought 
by the patient, by the nurse or anyone who claims 
to have been injured by an act of the doctor at 
the time the doctor was in the actual performance 
of his professional duty. 

REPORTS WITHOUT RECOMMENDATIONS 

Following reports accepted as presented: Secre- 
tary-Treasurer; Chairman of Council; Councilors 
of First, Third, Fourth, Fifth, Sixth, 
Seventh, Eighth Congressional Districts; Commit- 

Advisory to Selective Service, Aid to Indi- 
Members, Blood Banks, 


Second, 


tees: 
gent 3udget and Finance, 
Matters, Domicile, 
Grievances, Industrial Health, Lectures for Colored 
Physicians, Liaison with Louisiana State Nurses’ 
Maternal Welfare, Medical 
Education, National Emergency Medical 
Public Health of the State of Louisiana, 
Rural and Urban Health, Scientific Work, Woman’s 
Auxiliary; Council on Medical Service and Public 
Relations; 


Committees, Congressional 


Association, 
Medical 
Service, 


Defense, 


Louisiana Physicians Service, Inc. 
REPORTS WITH RECOMMENDATIONS 
President :—1. Continue as special committees of 

the Society, the Committee on Grievances, Com- 

mittee on Chronic Child 


Diseases, Committee on 
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Health and Liaison Committee with the Louis:ana 
State Nurses’ Association. 2. Appointment of a 
special committee to cooperate with the American 
Medical Education Foundation. 3. Study of ques- 
tion of a law to establish standards for nursing 
the state. 4. Study and prepare a law 
governing the sale of hypnotic drugs. 5. Foster a 
bill establishing an annual Doctor’s Day. 6. The 
president of the State Society serve as an ex- 
officio member with no right to vote and not 
an elected member of the 
Service, Inc. Board. The following report of the 
Committee on the President’s Report was accepted: 
The Committee on the President’s Report wishes 


homes in 


Louisiana Physicians 


to accept the report as a whole and to approve the 
six recommendations contained in the report. 

Council:—After discussion by the Chairman of 
the Council of charges made by the Ardoin Clinic 
in connection with insurance cases handled for the 
Texas Blue Cross and Texas Blue Shield and LPS 
the case was referred back to the Council with a 
request that the Council take appropriate action 
as authorized under the By-Laws in Section 3 of 
Article VIII. 

Committee on Cancer:—1. That a 
State Medical Society Cancer Commission be 
formed to work with and under direction of the 
Cancer Committee of the Louisiana State Medical 
Society; Chairman of the Cancer Committee to 
act as Chairman of the entire Commission; that 
$2,000.00 be allocated the Cancer Commission oi 
the Louisiana State Medical Society and any part 
thereof that unused to be returned to the 
Louisiana State Medical Society; purpose of said 
Commission being the coordination of all cancer 
activities. Approved. 


Louisiana 


goes 


Committee on Child Health:—1. Committee on 
Child Health be made a standing committee of 
the State Society. Approved. 2. A medical work- 
shop or conference, devoted to problems of school 
health be sponsored each year by the State Society, 
through its Committee on Child Health, and that 
members of the Society be encouraged to attend 
district sponsored by the State De- 
partment of Education. Approved. 3. Component 
societies be encouraged to appoint local committees 
on school health. Approved. 4. State Society en- 
courage the Section on Pediatrics to include dis- 
of child health services engaged in by 
divisions of the State Department of 
Health, as well as other organizations directly in- 
terested in the field of child health, on the program 
for annual meetings. Recommendation withdrawn. 
5. Continued cooperation 


workshops 


cussions 


several 


between the Louisiana 
State Medical Society and organizations mentioned 
in Section +2 at beginning of report. Approved. 

Committee on Chronic Diseases:—Since there is 
no organized physical restoration program in the 
State, the Governor be petitioned to appoint a Com- 
mission on Chronically Ill Persons for the State of 
Louisiana; the Louisiana State Medical Society to 
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be informed as to whom they are so that the Leg- 
islative Committee can either work with them or 
agaist them, as they see fit. Approved. 
Committee on History of the Louisiana State 
Medical Society:—1. That personnel of this com- 


mittee be allowed to remain unchanged for the 
present. Approved. 
Committee on Hospitals:—1. Committee on Hos- 


pitals for 1952-53 investigate abuses at Independ- 
ence Charity Hospital with the thought of making 
specific recommendations after a complete study of 
the situation. Approved. 2. Investigation be made 
of hospital bed shortage at Lafayette. Approved. 

Committee on Journal:—1. Name of the New 
Orleans Medical and Surgical Journal be changed 
to THE JOURNAL OF THE LOUISIANA 
STATE MEDICAL SOCIETY with notation 
“Formerly New Orleans Medical & Surgical Jour- 
nal”; if such recommendation is approved, Section 
4 of Chapter IX of the By-Laws be amended ac- 
cordingly. Approved. 2. That the name NEW 
ORLEANS MEDICAL AND SURGICAL JOUR- 
NAL continue at least through the December, 1952 
issue. Approved. Resolutions prepared by attor- 
ney in re change of name of journal adopted; de- 
tails to be handled through the Executive Com- 
mittee. 

Committee on Medical Education:—1. Commit- 
tee be authorized to go over the curriculum for 
medical students of the state and hold conferences 
with the State Board of Medical Examiners and 
make recommendation in regard to giving students 
less theory and more contact with sick people. 
Approved. 

Committee on Medical Indigency:—1. Continu- 
ance of study of subject of medical indigency and 
formulation of plans for consideration by the Gov- 
ernor and his associates. Approved. 

Committee on Medical Testimony:—1. Investiga- 
tion by the Society of testimony rendered by both 
doctors mentioned in report, the doctors being al- 
lowed opportunity of a hearing. 2. If the matter is 
to be pursued further the president directed to ap- 
point a special committee to cooperate with other 
interested groups in obtaining an improved law 
which will obviate opportunities of abuse. Subject 
referred to Council. 

Committee on Public Policy and Legislation:—1. 
Approval of bill requiring premarital examination 
for venereal disease for both male and female. Ap- 
proved. 2. No additional charity hospitals built as 
the present facilities are strategically located and 
adequate; State continue present contract bed ar- 
rangements with only non-profit hospitals. Ap- 
proved. 3. Act pertaining to office of director or 
president of the State Board of Health be amended 
to make it mandatory that this officer be a doctor 
of medicine. Approved. 

Committee on Resolutions:—1. Copy of this re- 
port be incorporated in the minutes of this meet- 


ing, published in the New Orleans Medical and 
Surgical Journal and released to the press. 

Planning Board in re Survey of Facilities and 
Personnel for Medical Care:—1. Survey of facili- 
ties and personnel for medical care not be under- 
taken at the present time. Approved. 

Louisiana State Board of Medical Examiners :— 
1. Recommend Dr. E. L. Leckert for reappointment 
on Board. Dr. E. L. Leckert and Dr. R. T. Lucas 
recommended for appointment. 


— o——_- 





ELECTION OF OFFICERS, COMMITTEES 
AND DELEGATE AND ALTERNATE 
TO AMA 
President-elect—Dr. P. H. Jones, New Orleans. 
First Vice-President—Dr. Ralph H. 
Shreveport. 


Riggs, 


Second Vice-President—Dr. T. F. Kirn, New Or- 
leans. 

Third Vice-President—Dr. D. J. Fourrier, Baton 
Rouge. 





Secretary-Treasurer 
Orleans. 


Dr. C. Grenes Cole, New 


Chairman of House of Delegates—Dr. A. V. 
Friedrichs, New Orleans. 

Vice-Chairman of House of Delegates—Dr. W. S. 
Kerlin, Shreveport. 

Councilor, First District—Dr. H. Ashton Thomas, 
New Orleans. 

Councilor, Second District—Dr. Joseph S. Kopf- 
ler, Kenner. 

Councilor, Fourth District—Dr. Paul D. Abram- 
son, Shreveport. 

Councilor, Fifth District—Dr. C. P. Gray, Jr., 
Monroe. 

Delegate to AMA (1953 and 1954)—Dr. Val H. 
Fuchs. 

Alternate to Delegate to AMA (1953 and 1954) 
—Dr. George H. Hauser. 

Committee on Journal—Dr. Sam Hobson, New 
Orleans and Dr. J. E. Knighton, Shreveport. 

Committee on Medical Defense—Dr. J. Kelly 
Stone. 


Committee on Public Policy and Legislation—Dr. 
Cuthbert J. Brown, New Orleans, Chairman; Drs. 
J. E. Clayton, Norco; Julius M. Fernandez, Frank- 
lin; A. A. Herold, Shreveport; D. T. Milam, Mon- 
roe; Henry W. Jolly, Jr., Baton Rouge; E. C. 
Faulk, Rayne; M. B. Pearce, Alexandria; E. A. 
Campbell, Homer; William McG. McBride, Alexan- 
dria; Felix A. Planche, New Orleans; C. S. Sentell, 
Minden. 

Committee on Scientific Work—Dr. W. H. Gil- 
lentine, New Orleans and Dr. M. D. Hargrove, 
Shreveport. 

1953 Meeting 
Invitation to meet in New Orleans accepted. 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


PHYSICIAN WANTED 
Information has been a doctor is 
needed in Sicily Louisiana. The Rotary 
Club of that town will arrange for a down payment 


received that 
Island, 


on a house and will build a clinic for the doctor if 
suitable arrangements can be made with a doctor 
interested in For further informa- 
tion contact Mr. Sonny Gilbert, Sicily Island. 


this location. 


COMING MEDICAL MEETING 
The Post-Graduate Medical As- 
sembly of Southwest Texas will hold their annual 
meeting January 27, 28, 29, 1953 in San Antonio, 
Texas, at the Municipal Auditorium. Dr. John L. 
Matthews, President, Dr. John M. Smith, Jr., Sec- 
retary-Treasurer, San Antonio, Texas. 


International 


COST OF SICKNESS 
To create a better understanding of one of the 


major causes of patient-doctor misunderstanding 


the cost of illness—a new pamphlet has been de- 
signed for public distribution. Entitled “Your 
Money’s Worth in Health,” the booklet stresses 


the various aspects of patients’ medical bills and 
the cost of national in- 


The pamphlet shows graphically that the 


illness in relation to the 
come. 
cost of illness has not risen as much are as rapidly 
as other consumer goods. This illustrated eight- 
page pamphlet soon will be made available to AMA 
members and medical societies for distribution to 


the general public. 


EXPENSES OF POSTGRADUATE STUDY 

The American Medical Association has taken an- 
other step in its long fight to get the Internal Rev- 
enue 


sSureau to permit physicians to deduct ex- 


penses incurred in the pursuit of postgraduate 
study from federal income taxes. 
The A. M. A. 


tion 


has been interested in this ques- 
for a long time. Thirty years ago the in- 


ternal revenue commissioner ruled that a doctor’s 
postgraduate expenses were personal in nature and, 
therefore, not deductible for income tax purposes. 
occasions the A. M. A. House of 


Delegates expressed the viewpoint that this ruling 


On numerous 


was in error and urged its reversal, but, to date, 
all efforts have been futile. 
Recently, the A. M. A.’s 


legal department 


learned that a case was pending before the L. S. 
Tax Court in Washingtin involving the right of a 
lawyer to deduct expenses incurred by him in tak- 
ing a special course on federal taxes. Since the 
lawyer’s problem and that of the physician are 
identical, the A. M. A. filed a brief as a “friend of 
the court.” 

The A. M. A. set out 
support of its stand. 


numerous argument In 


BLINDNESS PREVENTION LAW 
CALLED PREMATURE 


No radical changes in existing laws or regula- 


CHANGE 


tions requiring the use of silver nitrate prophy- 
laxis in the eyes of the newborn should be made at 
this time, it was stated in an editorial in a recent 
Journal of the American Medical Association. 

Recently there have been articles in various pub- 
lications criticizing silver nitrate as a prophylaxis 
and urging the use of some form of antibiotic, 
usually penicillin. 

“While there can be no possible objection to the 
use of penicillin prophylaxis in hospital clinics 
where its use is well controlled, it would appear 
that any specific recommendations for changes in 
the state laws or regulations would at this time be 
premature,” the Journal editorial said. 

“It is, however, quite possible that further in- 
vestigations will permit firm recommendations fot 
a prophylaxis with an antibiotic with a 
spectrum than is possessed by penicillin and with- 
out the objections that can now be made against 
the penicillin procedure.” 


wider 


The objections to the use of penicillin, the edi- 
torial stated, include the fact that the drug may 
deteriorate in time even if refrigerated. Unless it 
is properly preserved and renewed, the penicillin 
may become inactive. 

Objections to silver nitrate include the fact that 
it causes a slight inflammation of the eyes in many 
cases. 

At the present time, some form of prophylaxis 
against blindness in the newborn is required by 
either law or regulation in all 48 states and the 
District of Columbia. Thirty-two of the states 
specify the silver nitrate method, while only one 
gives penicillin as an alternate procedure. 
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TRAINING SCHOOL OFFERS PROFESSIONAL 
INSTRUCTION IN FITTING SURGICAL 
APPLIANCES 

ine of the most common problems encountered 

physicians in prescribing surgical supports is 
being solved by the Truform Training School, Cin- 
cinnati, Ohio. The entire educational program is 
designed to equip Truform dealers throughout the 
country with the technical knowledge required in 
properly fitting surgical supports in accordance 
with physicians’ prescriptions. Fitters are in- 

ucted by a physician in terms of a physician’s 

. of surgical supports as vital aids in his ther- 
apy. The school’s director and instructor, Dr. 
Howard L. Bayland, M. D., is a registered physi- 

an; he personally conducts all of the classes. The 
manufacturer of Truform Anatomical Supports is 
the sole sponsor of the school. 

The course offered by the school is intended as 
a refresher for the experienced fitter, as well as 
a basic training for the beginner. Many visual- 
aid teaching technics are used. Educational movies 
and full-color slides provide interesting, practical 
instruction. Other educational aids include charts, 
models, etc. Wherever possible, live models are 
employed. Every student, whether he be experi- 
enced or new in fitting surgical appliances, leaves 
the school equipped with the theoretical and prac- 
tical knowledge necessary in properly filling a phy- 
sician’s prescription. 

The school is located in Cincinnati, Ohio, where 
students may familiarize themselves, through ob- 
servation, with the actual manufacture of surgical 
appliances in the Truform plant. The school’s 
classes are of two weeks duration and are held 
periodically throughout the year. 


ARMCHAIR REST SPEEDS RECOVERY 
FROM HEART DISEASE 

An armchair, rather than a bed, should be the 
resting place for those with heart disease. 

Armchair rest is more beneficial in promoting 
rapid recovery from acute coronary thrombosis, in 
the opinion of two Boston physicians. Coronary 
thrombosis is the formation of a clot in a branch 
f the coronary arteries which supply blood to the 
heart muscle, resulting in obstruction of the artery 
ind death of the area of the heart supplied by the 
essel affected. 

Strict bedrest is injurious to the patient with 
ongestive heart failure, Drs. Samuel A. Levine 
ind Bernard Lown wrote in a recent Journal of 
he American Medical Association. The doctors are 
issociated with the Peter Bent Brigham Hospital 
ind the Harvard Medical School, Boston. 

The doctors based their conclusions on a study 
f 81 persons suffering from acute coronary 
hrombosis. Eight of the patients (9.9 per cent) 
lied, but, according to the doctors, the deaths could 
ct be attributed to any complications arising from 
he armehair therapy. A certain mortality is to 


be expected in such heart conditions, irrespective 
of the type of treatment, they added. 

When a heart is diseased, the doctors stated, its 
load must be diminished. But, in their opinion, 
recumbency in bed affords less rest to the heart 
than an inactive position in a chair with the feet 
down. Lying immobile in bed, they added, permits 
and encourages the pooling of fluid in the chest and 
increases the volume of work of the heart, while 
the sitting position permits gravity to mobilize 
fluid into the dependent parts of the body. In ad- 
dition, many complicating, serious side-effects may 
result from prolonged bedrest, they said. 


DICKINSON TESTIFIES BEFORE 
HEALTH COMMISSION 

Testifying before the President’s Commission on 
the Health Needs of the Nation in Washington, 
Frank G. Dickinson, Ph. D., director of the Bureau 
of Medical Economic Research of the A. M. A., said 
that “there has not been to date a realistic study 
which supports any valid claim that a national 
doctor shortage is pending.” 

Dr. Dickinson brought out some good points. He 
said that “since people need everything, it can be 
safely assumed that there are unmet needs for 
medical services, legal services, dental services, 
Grade A milk, shoes, and any other goods or serv- 
ices which sell for a price. Since all needs are 
relative, it follows that all unmet needs are relative. 
Any approach to the study of regionalization will 
fail at the start if it is based upon the notion that 
unmet needs are absolute.” 

Dr. Dickinson pointed out that in recent years 
two estimates of the doctor shortage for 1960 have 
been made by the federal government. 


“Both of these attempts,” he said, “assumed a 
national shortage rather than bothering to prove a 
national shortage.” 

He said further that many factors have been ig- 
nored in the two studies for making a reasonable 
estimate of the surplus or deficit in the 1960 sup- 
ply of physicians. 

“What do physicians do for people? What would 
more physicians do for people? 

“The median age of the dying has jumped from 
age 30 in 1900 to age 67. Volumes are being 
turned out currently on the social and medical care 
of the aged. Although a physician must always 
try as hard to prolong the life of an 80 year old 
man as he would to prolong the life of a 10 year 
old boy, the formulation of national policy on the 
need for physicians must seriously and sympa- 
thetically consider the increasing number and per- 
centage of older people—products of medical 
progress.” 


WARNING 


We have received warning from Dr. H. S. Pro- 
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vine of Tallulah, La., that a transient salesman 
came through Tallulah selling hospital linens and 
jackets. The period order was never filled and 
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communications to Suite 324, 818 Olive Street, S:. 
Louis 1, Mo., were returned marked “Removed \ 
Address.” 





4). 
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Surgery: Orthodox and Heterodox: By Sir William 
Heneage Ogilvie, K. B. E., D. M., M. Ch., F. R. 
C. S., Hon. F. A. C. S., Hon. F. R. C. S. Canada, 
Hon. F. R. A. C. S., Springfield, Charles C. 
Thomas, Publisher, 1948. Pp. 241. Price, $4.00. 
This is a collection of addresses and reprinted 

They 


are, in turn, philosophical, autobiographical and 


articles on a wide range of surgical themes. 
clinical. They are, for the most part, unrelated, as 
the circumstances of their publication would lead 
one to expect. They are the work of a distinguished 
British surgeon, with a wide experience in British 
surgery in peace and in war, and with a wide 
knowledge of American surgery and surgeons. 
Clinically there is a good deal of interest and 
value in this book, but there is also some dubious 
advice. Even an experienced physician could 
profit from the description of the early manifes- 
tations and diagnostic difficulties of carcinoma of 
the stomach. Most would not agree that the diag- 
nosis of intestinal obstruction can be expedited by 
giving fluids by mouth. Much of the discussion 
of acute appendicitis is sound, but it is surprising 
that this disease is not at least considered in the 
differential diagnosis of the colicky pain of the 
young man page 87. The author accepts, as 
this reviewer does not, the existence of chronic ap- 
pendicitis (as distiguished from recurrent acute 
appendicitis), but softens the lapse by speaking of 
“facile appendicectomy” for a disease that exists 
“in the patient’s mind or the surgeon’s morals.” 


on 


The author’s estimate of American surgeons is 
stimulating, if not calculated to endear him to his 
We lack individuality in 
our instruments, he says, and apparently in our 
methods, too, for he finds us set in the Halsted tra- 
dition. He regards graduate teaching as better 
here than in England, but undergraduate teaching 
as inferior, because it is too systematic and too di- 
dactic, as well as not personal enough. Further- 
more, the patient is too often used as the text for 
a lecture, a comment that, if we are honest, we 
must grant often well deserved. One of the 
wisest sentences in the book is that clinical wisdom 
is in its essence case memory. 


confréres in this country. 


is 


About the fairest thing to be said about this 
book is that well-worn Latin tag, de gustibus non 
est disputandum. This reviewer recommends it, as 


being one man’s meat. 


FREDERICK FITZHERBERT Boyce, M. D. 
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Roentgen Manifestation of Pancreatic Disease: | 
Maxwell Herbert Poppel, M. D., F. A. C. K., 
Springfield, Ill., Illus. Pp. 389, Price, $11.50. 
Because it is impossible to visualize the pancreas 

the roentgenogram, one must depend up: 
changes in the other visualized upper abdominal or- 
gans produced by pancreatic disease. It is import- 
ant also to recall the changes produced in the pan- 
creas by disease of the surrounding viscera. More 
attention is being paid to the pancreatic area and 
to the presence of calcifications. 

This volume consists of twelve chapters, refe: 
ences, and index. The first chapter is devoted to 
general consideration of pancreatic disease and the 
second to development and anatomy of the pan- 
creas. The duodenum is considered in Chapte) 
Three, roentgen methods of examination in Chap- 
ter Four, and roentgen manifestations in Chapte) 
Five. 

The sixth chapter is devoted to calcareous dis- 
ease of the pancreas. Five types of pancreatic cal- 
cifications are considered. These are calcifica- 
tions (a) in the ducts of parenchyma, (b) in pan- 
creatic cysts, (c) in infarcts, (d) areas of 
hemorrhage, and (e) in tumors. 

Chapter Seven is concerned with pancreatic tu- 
mors and includes a practical working classifica- 
tion. This importance, value, and limitations of the 
“inverted 3” sign are considered. Pancreatic infec- 
tions are discussed in Chapter Eight, and pan- 
creatic insufficiency is considered in Chapter Nine. 
Lesions of the pancreas of secondary origin and 
differential diagnosis are covered in Chapters Ten 
and Eleven, respectively. Chapter Twelve is de- 
voted to statistics and is of interest. 

The illustrations are excellent and the text 
complete and detailed with illustrative case re- 
ports. The references are a valuable addition to 
the text. 


on 


in 


is 


J. N. ANE, M. D. 
Memories, Men and Medicine; a History of Medi- 
cine in Sacramento, California, with Biographies 
of the Founders of the Sacramento Society for 

Medical Improvement and a few Contemporaries; 

by J. Roy Jones, M. D. Sacramento, Cal. Sacra- 

mento Soc. for Med. Improvement, 1950. Illus. 
port. pp 505. Price, $5.00. 

Latest of the local medical histories, this volume, 
sponsored by the Sacramento Society for Medical 
Improvement, deals with one of the most unique 
and colorful facets of American history, the cen- 
tennial growth and development of California, be- 
ginning with the discovery of gold in 1848. Condi- 
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tions of health and medical practice are described 
from Evidence of the 
prowess of California’s early physicians are the 
establishment of a State Board of Health in 1870, 
A State Board of Medical Examiners in 1876 and 
the present State Medical Society, organized in 


contemporary accounts. 


1870. 

Interesting to Louisiana physicians is the fact 
that the first President of the California State 
Board of Health and of the first permanent medi- 
cal society was Thomas M. Logan, originally from 
South Carolina, who practiced in New Orleans 
from 1841 (not 1843 as stated in this book) until 
1849 when he moved to California. Dr. Logan was 
a brother-in-law of Dr. Erasmus Darwin Fenner, 
so well known for his many contributions to medi- 
cine in this area. 

In noting priority in the laws organizing State 
Boards of Health, it is unfortunate that historians 
continue to overlook establishment of Louisiana’s 
State Board of Health in 1854, making it the first 
one in the country. California’s State Board of 
Health established in 1870 followed the Louisiana 
Board by 16 years, and Massachusetts followed the 
Louisiana Board by 15 years, although the Cali- 
fornia Board is noted here as being second only 
to that of 
Likewise Louisiana’s Board of Medical Examiners, 
seldom mentioned in such priority lists is one of 
the earliest if not the earliest. The manuscript 
record of the Eastern Division of this Board, called 
Medicale de la Nouvelle Orleans, and 
appointed by the Governor covers the years 1816- 
56 and is the authority on which we may base Dr. 
T. M. Logan’s arrival in New Orleans, as he ap- 
peared before this board on Dec. 1, 1841, presented 
without examination 
awarded license to practice in Louisiana. 


Massachusetts, long considered first. 


La Comite 


his credentials, and was 

Dr. Jones’ volume is a carefully documented his- 
tory of all medical activities in Sacramento County, 
with much information concerning the medical his- 
tory of California. It is an important contribution 
to local medical history in this country. 


Mary LOUISE MARSHALL 


Clinical Allergy: By Samuel J. Taub, N. Y. Paul 
B. Hoeber, Inc., 1951. 2nd. ed. pp. 276. Price 
$4.50. 

The second edition of Dr. Taub’s book on clinical 
allergy has been brought up to date by including 
new material which has appeared over the last six 
years. As presently constituted, the book is a prac- 
tical manual which covers clearly and understand- 
ingly the entire field of allergy. Dr. Taub states 
that his aim has been to provide the general phy- 

cian with a clear, simple and accurate guide to 
diagnostic and therapeutic measures 
which he can readily apply in his own practice. 

e book succeeds in this aim and is recommended. 


VINCENT J. Derses, M. D. 
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Paul Ehrlich: By Martha Marquardt. New York, 
Henry Schuman, 1951. pp. 255. Illus., port. 
Price $3.50. 

In this first full length biography of Paul Ehr- 
lich, the author, Martha Marquardt, who was his 
secretary for thirteen years, tells in dramatic fash- 
ion of Ehrlich’s discovery of salvarsan (606)—the 
“Magic Bullet” which was the first effective cure 
for syphillis. Ehrlich really established the new 
science of chemotherapy for his contributions to 
medicine did not end with the discovery of salvar- 
san forty one years ago. Today the discovery of 
the antibiotics is the last word in therapeutics for 
the younger members of the medical profession 
and this discovery was made possible by following 
the lead Ehrlich had given and the principles he 
had laid down. Miss Marquardt has successfully 
woven together the vital personality of the man 
with his medical career in spite of the fact that 
she sometimes makes him almost superhuman. His 
scientific development began when he was a medi- 
cal student with his staining experiment on blood 
cells and lead to the Nobel prize award, and the 
discovery of salvarsan. 

This book would be entertaining reading for 
public health workers and for high school or col- 
lege students especially interested in science. 

RuTH E. HARLAMERT 


Blood Groups in Man: By R. R. Race, Ph.D. and 
Ruth Sanger, Ph.D. Springfield, Ill., Charles C. 
Thomas, 1951. pp. 290. tables. Price $6.50. 
The detailed and complicated subject of the blood 

groups has been outlined and discussed in under- 

standable language. The textbook is comprehen- 
sive and covers each of the many blood groups, and 
discusses the inheritances of them. At the end of 
each chapter, a list of references provides the op- 
portunity for additional study of the subject. Lab- 
oratory methods are included. There is no doubt 
that this book will serve as a basis for practical 
use as well as research and investigative purposes 
for years. The book is recommended very highly 
to all physicians, scientists, and personnel con- 
cerned in any manner with blood grouping and 
blood transfusions. 

DANIEL W. HAYEs, M. D. 


An Atlas of Normal Radiographic Anatomy; by 
Isadore Meschan, M.A., M.D., W. B. Saunders, 
Philadelphia, 1951, Illus. Pp. 593. Price $15.00. 
The purpose of this work has been to include in 

(1) basic morbid anatomy as it 

is applicable to radiography; (2) the positions of 

the patient in making routine 

(3) the film obtained; (4) the parts 

visualized on these roentgenograms; (5) 

changes with growth and development; and (6) 

the more common variations of the normal. 

The book contains ten chapters based upon an 
anatomical classification into systems and parts. 
The fundamentals of radiography are considered 
in the first chapter. The illustrations include: (1) 


a single volume: 


roentgenograms; 
anatomic 
best 
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a line drawing, showing the positions of the x-ray 
tube, central ray, and anatomical part of the pa- 
tient; (2) reproduction of the roentgenograms ob- 
tained; (3) and a line drawing with labels demon- 
strating the anatomical structures visualized on 
the film. Besides the discussion in the text, salient 
points in the technic of the radiography of the part 
are outlined on the pages of the illustrations. 

As a whole, the text shows considerable attention 
to detail and time consuming patience to acquire 
the clarity and accuracy which are evident. The 
illustrations are of excellent quality and the text 
is well written. This work should serve teachers of 
anatomy as a valuable method of correlating dead 
and living anatomy. It should fulfill the require- 
ments of teachers of clinical radiology for a funda- 
mental text covering the normal before the ab- 
normal or pathological concepts can be understood. 
It should be available to all physicians who are 
interested in radiology. 

J. N. ANE, M.D. 


Nor- 
1951. 


Pioneer Doctor; 
man, University of 
Pp. 252. Price, $3.75. 
In this volume, Dr. Moorman 

story of changing ideas of medical practice rather 

than of his life Having lived through a 

momentous period in the development of modern 

medicine, he illustrates with his own experience in 
medical education, from a student in Kentucky at 
the turn of the century, and graduate study in 

Vienna in 1909, to Dean of the University of 

Oklahoma School of Medicine in 1931. His experi- 

ence in medical practice ranged from that of coun- 

try doctor in Tenn and general practice on the 
plains of Oklahoma in its pioneer days, to that of 


by Louis J. Moorman, M.D. 
Oklahoma Press, 
illus. por. 


has given us a 


alone. 


specialist in tuberculosis in later years. 

The book is most readable and is replete with the 
human interest which depicts the true physician. 
what he terms the 
worthy of 


The chapter dealing with 


“socioeconomic leveling process” is 
special mention and should be required reading for 
student. 


Mary LOUISE MARSHALL. 


every medical 


Post-graduate Lectures on Orthopedic Diagnosis 


and Indications; by Arthur Steindler. vol. 2. 
Springfield, Ill., Charles C. Thomas, 1951. illus. 
Pp. 198. Price $6.00. 

This second volume of the series of lectures pre- 
sented by Dr. Steindler presents the paralytic dis- 
abilities, including poliomyelitis, and reconstruc- 
tive procedures designed to correct postpoliomye- 
litic deformities, and spastic paralysis, with a re- 
view of operative procedures designed to correct 
typical deformities associated with cerebral palsy. 
The second section discusses static disabilities and 
includes low back pain, scoliosis, internal derange- 
ment of the knee joint and deformities of the foot 
and ankle. The sections on low back pain and in- 
ternal derangement of the knee joint are excep- 
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tionally well illustrated and surprisingly concise, 

This presentation of Dr. Steindler’s material has 
used in lectures to postgraduate students 
and belongs in the library of every orthopedic 
surgeon and those required to treat lesions of the 
bone and joint. 


been 


JACK WICKSTROM, M.D 
Aphorisms of C. H. Mayo and William J. Mayo; 
collected by Frederick A. Willius. Springfield, 

Ill., Charles C. Thomas, 1951, pp. 109. Price, 

$2.75. 

This small volume of aphorisms of C. H. Mayo 
and William J. Mayo is a series of carefully se- 
lected quotations from their complete writings. 
The selection was done by Dr. Frederick A. Willius 
from their combined bibliographies which comprise 
988 written works. They are short and apt and 
would be of interest to all who know the Mayos or 
have any medical interest. It is in two sections, 
one containing the aphorisms of Dr. Charles H. 
Mayo followed by the references from which they 
were taken and one containing aphorisms of Dr. 
William T. Mayo followed by citation to his articles. 

RuTH E. HARLAMERT 
Autopsy Diagnosis and Technic; by Otto Saphir, 

M. D. New York, P. B. Hoeber, Inc., edition 3, 

1951. Illus. pp. 471. Price, $6.00. 

This is the third edition on autopsy diagnosis and 
technic by Dr. Saphir, and again we note the value 
of this book. Further emphasis upon diagnostic 
features of gross pathology is stressed. Discus- 
sion about functional physiological changes in en- 
docrine organs, as well as gross appearance, has 
been added, and descriptions of some diseases of the 
osseous system have been rewritten, for example, 
fibrous dysplasia. 

This book is highly recommended, and it is felt 
that it would be of great value to pathologists as 
well as to students. 

JOSEPH ZISKIND, M. D. 
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